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The first specific aldosterone-blocking agent... 


ALDACTONE 


effectively extends the medical control of edema or ascites. 
It introduces a new therapeutic principle in the treatment of... 


CONGESTIVE HEART FAILURE - HEPATIC CIRRHOSIS 
THE NEPHROTIC SYNDROME - IDIOPATHIC EDEMA 


ALDACTONE introduces a new class of therapeutic 
agent, the aldosterone-blocking agent providing: 


satisfactory relief of resistant or advanced 
edema even when all other agents, alone or in 
combination, are ineffective or are only partially 
effective. 


A New Order of Therapeutic Activity 


ALDACTONE acts by blocking the effect of aldo- 
sterone, the principal mineralocorticoid governing 
the reabsorption of sodium and water in the distal 
segment of the renal tubules. 

By so doing Aldactone establishes a fundamen- 
tally new and effective approach to the control of 
edema or ascites, including edema resistant or un- 
responsive to conventional diuretic agents. 

Further, because of its different site and mode 
of action in the renal tubules, Aldactone has a true, 
highly valuable synergistic activity when used with 
a mercurial or thiazide diuretic. 


What Physicians May Expect of Aldactone 


It is fully expected that Aldactone will change 
present medical concepts of the therapeutic limita- 
tions of managing edema. Many patients living in 
a greater or lesser state of edematous invalidism 
can now be edema-free. To others, gravely ill, 
Aldactone will be life-saving. 


When used alone, Aldactone will produce a sat- 
isfactory diuresis in about half of those patients 
whose edema is resistant to conventional diuretic 
agents. 

When Aldactone is used in a comprehensive 
therapeutic regimen, which includes a mercurial 
or a thiazide diuretic, a satisfactory diuresis and 
relief of edema may be expected in approximately 
85 per cent of edematous patients who would not 
otherwise respond. 


DOSAGE: For most adult patients the optimal dos- 
age of Aldactone, brand of spironolactone, is 100 
mg. four times daily. Aldactone should be admin- 
istered for at least four or five days before apprais- 
ing the initial response, since the onset of thera- 
peutic effect is gradual when it is used alone. 
Aldactone manifests accelerated activity with 
greater response as early as the first and second 
days when used in combination with a mercurial 
or thiazide diuretic. 


SUPPLIED: Aldactone is supplied as compression- 
coated yellow tablets of 100 mg. 


6. D. SEARLE « co. 


Chicago 8O, Illinois 


Research in the Service of Medicine 
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“EASES STRAINS 
SPRAINS & er 
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RELA—a new myogesic for better 
relaxant and analgesic therapy— 
more adept management of 
spasm and pain in strains, 
sprains and low back pains. 


RELA—though a single drug—is a true 
myogesic and works rapidly 
to achieve three desired effects... 


Rela relaxes acute muscle spasm 
Relief of muscle spasm (96% excellent 
to good effectiveness)! 


Rela provides a unique quality of 

persistent pain relief through 

its relaxant and analgesic actions 
“Relief from pain was usually rapid 

and sometimes dramatic’’! 


Rela, through relaxation and analgesia, 
assures daytime ease and nighttime rest 
“... A number of patients reported 
freedom from insomnia which they 
attributed to freedom from pain.’’! 


indications: RELA is most beneficial in those 
conditions of the musculoskeletal system 
manifesting pain, stiffness and spasm. 

safety: Studies of more than 1400 patients 
indicate that the toxicity of RELA is exceptionally 
low. In human subjects, respiratory, 

blood pressure or blood chemistry changes 
and/or renal, hepatic or endocrine dysfunction 
have not been reported. 

dosage: The usual adult dosage of RELA is 

one tablet 3 times daily and at bedtime. 

RELA has a rapid onset of action, with relief 
usually apparent within 30 minutes, and 
persisting for at least 6 hours. 

supply: RELA is available as 350 mg., pink, 
coated tablets in bottles of 30. 


1. Kuge, T.: To be published. 4 
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parenteral system 
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Offering your choice: 
In electrolytes — 
hypertonic, isotonic 
and hypotonic. For 
tailor making —.a 
complete selection 
of additives. 

Plus standard 
solutions, and 

a complete line 
of administration 
equipment...supported 
by the finest quality 


and the finest service. 
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she can choose her own silver... 


but she needs your help in planning her family 


Delfen  Preceptin 


VAGINAL CREAM VAGINAL GEL 


THE MODERN CHEMICAL SPERMICIDE THE SPERMICIDAL GEL WITH BUILT-IN BARRIER 


PRESCRIBED WITH CONFIDENCE FOR SIMPLE, EFFECTIVE CONTRACEPTION 
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Relieves both pain and stiffness with speed and safety 


NOTABLE SAFETY extremely low toxicity; no known 
contraindications; side effects are rare; drowsiness may occur, 
usually at higher dosage 


RAPID ACTION starts to act quickly 
SUSTAINED EFFECT relief lasts up to 6 hours 


EASY TO USE usual adult dose is one 350 mg. tablet 3 times 
daily and at bedtime 


Supplied 

as white, coated, 350 mg. 
tablets, bottles of SO 
Also available 

for pediatric use: 

250 mg. orange capsules, 
bottles of 50. 


T.M. 





(carisoprodo! Wallace) 
Literature and samples on request 
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ACTION - LOWER DAILY MILLIGRAM INTAKE “ BROAD-SPECTRUM 
CONTROL IN GREATER DEPTH CONSTANT PEAK ACTIVITY / 
EXTRA-DAY PROTECTION AGAINST RELAPSE 


\Ktncting 


‘2,384 PATIENTS WITH INFECTIONS RANGING C) ACROSS 
THE SPECTRUM...87 PER CENT RECOVERED OR IMPROVED...MOST 
ON 600 MG. DAILY...ONLY 2 PER CENT DISCONTINUANCE BECAUSE 
OF REACTIONS __ capsutes, 150mg. PEDIATRIC DROPS, 60 mg. /cc. ORAL SUSPENSION, 75 mg./5 cc. tsp. 
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Demethylichlortetracycline Lederle 
*Clinical data compiled by Clinical Investigation Department, Lederle Laboratories. 


LEDERLE LABORATORIES, a Division of AMERICAN CYANAMID COMPANY, Pear! River, New York Qa» 
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Doctor: if you have low-salt patients you can put some real 
pleasure (and some real salt) back on their table... take 


rigid diet plans (and all their bother) out of your treatment 











NEW PRODUCT FOR EDEMA AND HYPERTENSION 


your most potent means when the end is saluresis* 


ORETIC 


(HYDROCHLOROTHIAZIDE, ABBOTT) 


In simplest terms, giving new ORETIC is like packaging 
a low-salt regimen in a single tablet . . . because ORETIC 
steps up excretion of sodium and chloride, and thereby 
often cuts down the need for an extremely rigid diet. 

Further, it makes sense that the more potent the diu- 
retic-antihypertensive, the greater the chances that sodium 
restrictions can be relaxed. 

And new ORETIC is the most potent oral diuretic- 
antihypertensive yet discovered. It has a high therapeutic 
ratio, low toxicity. It works successfully with dosages only 
1/10—1/15 those of chlorothiazide. 

If you have low-salt patients . . . patients with hyper- 
tension, renal edema, congestive heart failure, toxemia of 
pregnancy .. . consider ORETIC. Because if you adjust 
ORETIC dosage and sodium intake together, you may 
well find that you can put some real pleasure (and some 
real salt) back on the patient’s table . . . and spend a lot 
less time and effort attending to all the details that go 
with planning and maintaining rigid low-salt diets. 

New ORETIC is available for your trial in 25- and 50- 
mg. tablets, bottles of 100 and 1000. 

Ask your Abbott representative for a 
copy of the GRETIC PHYSICIAN'S 
LITERATURE containing complete indi- ABBOTT 


cations, dosage and precautions, 


QORETIC—TRADEMARK FOR HYDROCHLOROTHIAZIDE, 





*In many clinical problems the 
elimination of salt (saluresis) 
is just as important as diuresis. 
And Oretic provides your most 
potent means to these ends. 
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. » » DARVO-TRAN” relieves pain more effectively than 
the analgesic components alone 


Effective analgesia plus safe relief of mild anxiety helps combat the pain- 
anxiety spiral. In Darvo-Tran, the tranquilizing properties of Ultran® are 
added to the established analgesic effects of Darvon® and the anti-inflam- 
matory benefits of A.S.A.®. Clinical and pharmacologic studies have shown 





that when pain is accompanied by anxiety, the addition of Ultran enhances 

















and prolongs the analgesic effects of Darvon. 
Litty ~ DP ® Dz Tre es 
Each Pulvule® Darvo-Tran provides: Diaries traci (ieiien: cicnoernheaaiaiue 
Darvon ... . 32 mg.—TO RAISE PAIN THRESHOLD cetylsalicylic acid with phenaglycodol, 
A.S.A.. . . . . 325 mg.—TO REDUCE INFLAMMATION Lilly 
Ullras; 2 2 st 150 mg.—TO RELIEVE ANXIETY Ultran® (phenaglycodol, Lilly) 
Darvon ® (dextro propoxyphene hydrochloride, 
Usual Dosage: Lilly) 
1 or 2 Pulvules three or four times daily. A.S.A.® (acetylsalicylic acid, Lilly) 


ELI LILLY AND COMPANY ¢ INDIANAPOLIS 6, INDIANA, U.S.A. 


020407 
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TONSILLITIS 


BRONCHITIS 


BRONCHIOLITIS 


BACTERIAL 
PNEUMONIAS 


FEWER TREATMENT FAILURES IN RESPIRATORY TRACT INFECTIONS 


Wi. outstanding advantages over many previously 
accepted chemotherapeutic and antibiotic agents 


ALTAFURL 


BRAND OF FURALTADONE 


291 


effective perorally against the majority 
of common infections caused by pathogenic bacteria 
including the antibiotic-resistant staphylococci 
ALTAFuR is available in tablets of 250 mg. (adult) and 50 mg. (pediatric), bottles of 20 and 100. 


1, Lysaught, J. N., and Cleaver, W.: Proceedings of the Detroit Symposium on Antibacterial 
Therapy (Michigan and Wayne County Academies of General Practice, Detroit, Sept. 12, 1959). 


THE NITROFURANS ...a unique class of antimicrobials 


EATON LABORATORIES, NORWICH, NEW YORK 








50 VERSATILE IT CAN BE USED 


INTRAMUSCULARLY SUBCUTANEOUSLY INTRAVENOUSLY 





for new 
flexibility 
in control 
of infections 









nae x Offers the full 
Chiorom erin Succinat broad-spectrum 
(chloramphenicol sodium succinate, Parke-Davis) effectiveness of 


CHLOROMYCETIN (chloramphenicol, Parke-Davis) plus high tissue tolerance, ready 
solubility in parenteral fluids, ease of preparation, and minimal irritation at the site 
of injection. Supplied in 10-cc. Steri-Vials,° each containing the equivalent of 1 Gm. 
chloramphenicol, in packages of 1 and 10. 


CHLOROMYCETIN is a potent therapeutic agent and, because certain blood dyscrasias have been associated 
with its administration, it should not be used indiscriminately, or for minor infections. Furthermore, as with 
certain other drugs, adequate blood studies should be made when the patient requires prolonged or inter- 


mittent therapy. 
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FROSTBITE: EXPERIENCE WITH RAPID REWARMING 
AND ULTRASONIC THERAPY“ 


WILLIAM J. MILLS, JR., M.D. and ROBERT WHALEY, M.D. 
ANCHORAGE 


Part 


I. INTRODUCTION 


Cold injury, a major medical problem of the 
military surgeon in time of war, is at any time a 
matter of concern to the physician in the Arctic 
and sub-Arctic areas. Cold trauma is of world- 
wide occurance and encompasses the patterns 
of chilblains, immersion foot, trench foot and 
frostbite‘'). It may occur even in tropical lati- 
tudes in mountainous terrain where an arctic en- 
vironment may be found, and in tropical waters 
after long immersion. In the event of a rare 
catastrophe, high altitude flight provides a set- 
ting for severe cold injuries where the complica- 
tions of anoxia, itself thought to be a predisposing 
factor by some authors, is often present. 


Reports of injury from cold may be found in 
most Alaska hospital records. The general ex- 
perience indicates that frostbite or true freezing 
of tissue is the commonest form of cold injury 
treated in Alaska‘?). Here one naturally expects 
and finds this injury most common in winter, but 
hunters and mountain climbers have fallen vic- 
tims even in July and August. 


An examination of hospital records, and dis- 
cussions with physicians, both civilian and mili- 
tary, throughout the state, have demonstrated 
much disagreement in methods of management 
of the injury. Here and elsewhere frostbite has 
been treated by such highly variable methods as 
packing the part in ice, primary application of 
pressure dressings, sympathetic block, insulation 
of the affected part at room temperature, and by 
the application of local heat in many forms, in- 
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cluding the use of diathermy ‘'- 3-9). Adjunctive 
measures have included sympathectomy, sympa- 
thetic block, anti-coagulants, antibiotics, vasodil- 
ators, corticosteroids and combinations of these. 
Early or late debridement and/or amputation has 
frequently been a part of these variable pro- 
grams (4, 10-11). 


Some variation in treatment may be expected 
in a group of physicians and the individual cases 
may demand some adjustment of methods. It 
would seem, however, that the latitude of treat- 
ment permitted between packing the part in ice 
on the one hand and immersing it in a warm 
water bath on the other, or between considered 
watchful neglect on one hand and early amputa- 
tion above the site of demarcation on the other 
eould profitably be narrowed. 


The purpose of this paper is to report our 
initial experiences with frostbite and to review 
such current opinion in the field as may be of 


*Editor’s Note: This is the first of three parts; Parts 2 and 3 will be published in the June and September issues. 
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interest to Alaskan physicians. The interest of 
the authors in this problem was aroused early 
in 1955 by a group of patients who had sustained 
clinical frostbite, and all of whom had undergone 
amputation of one or both of the lower extremi- 
ties at levels varying up to the low thigh. We 
were stimulated to try to find some treatment 
that would minimize or eliminate such severe 
losses. 


This concept has been re-enforced after treat- 
ment of a number of cases of frostbite at the 
Alaska Native Hospital and in Providence Hos- 
pital in Anchorage. A series of cases will be pre- 
sented in which the treatment consisted of early 
or delayed rewarming of the involved part, 
scrupulous protection of the injured extremity 
from trauma and infection, the avoidance of un- 
necessary debridement or amputation, and the 
early institution of physiotherapy, both active 
and passive, and in most cases the use of ultra 
high frequency sound in a water bath during the 
critical first three weeks. Serial serum glutamic- 
oxaloacetic transaminase and other enzyme de- 
terminations were used as additional objective 
measures of deep injury. 


II. BACKGROUND 


Frostbite may be defined as the cooling of 
body tissue to the point of ice crystal forma- 
tion‘'2), There have been numerous classifica- 
tions of frostbite as to severity, the duration of 
exposure, the type of cold (wet or dry), the rapid- 
ity of freezing and other factors. Further, it has 
been customary to classify the injury in “de- 
grees,” similar to the older burn terminology 
(1, 4, 9.13-14). A variety of signs are usually listed 
to determine the “degree” of frostbite and there- 
fore to guide treatment. Although some differ- 
ences in management will exist between more 
trivial and serious cases, it is apparent that, as in 
burns, even the experienced clinician will have 
great difficulty in accurately classifying the se- 
verity of injury early and that a more simple 
classification as to superficial or deep would 
probably be more suitable. Moreover, the in- 
volved extremity may exhibit several degrees of 
injury without regard to a regular pattern or 
progression. As will be discussed later, a further 
classification of great usefulness clinically is 
whether or not there is significant lowering of 
general body temperature. 
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Analogies have been drawn between frost- 
bite and thermal burns ‘'5). Although both of 
these injuries result in blister formation, similar 
early microscopic changes in muscle tissue, and 
certain similarities in gross appearance, it is the 
firm opinion of the authors that this analogy is 
not an accurate one and is particularly undesir- 
able because of misleading inferences often drawn 
therefrom. 


The mechanism of injury in frostbite, al- 
though still not clearly understood, apparently 
depends on at least three distinct processes. The 
first and most obvious is the actual disruption of 
cellular and tissue structure due to ice crystal 
formation. Experimental work on _ laboratory 
animals by many investigators has demonstrated 
that the tissue injury is greater in conditions 
where cooling is slower, where the period of cold 
is prolonged, and particularly where the rate of 
rewarming is slow even for cases with roughly 
equivalent depth of frost penetration ‘'5-'§). 
Meryman, working at The United States Naval 
Medical Research Institute, has done extensive 
pathological studies of such tissues and has dem- 
onstrated that the size of ice crystals formed in 
tissues is inversely proportional to the rate of 
freezing, and that the prolonged maintenance of 
a tissue in a partially frozen state where ice crys- 
tals are in equilibrium with the tissue fluid 
results in slow accretion to these crystals with a 
growth in their size and further tissue damage 
(19), These observations are consistent with pre- 
dictions from our knowledge of the characteris- 
tics of two-phase equilibrium mixtures in other 
situations and is also consistent with the experi- 
ence of the meat packing industry that rapid 
freezing and adequately low temperature main- 
tenance is necessary to proper preservation of 
food stuffs ‘'2-20>, There appears to be good evi- 
dence from this and other work that the main- 
tenance of a tissue at its freezing point, usually 
—2 to —5 degrees Centigrade, may be more 
detrimental than the maintenace of this tissue at 
a much colder temperature ‘'2-'7). 


Associated with the ice crystal formation is 
some type of direct cold injury to protoplasm 
which is probably in part at least due to extensive 
dehydration. This apparently is only partially 
reversible. 


A third type of tissue injury is that due to 
impaired circulation. This is evidently a promi- 
nent cause of injury in “trench foot” and “immer- 
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sion foot” and is thought by some investigators 
to have a prominent role in further damage in 
the recovery phase of frostbite‘2'). (This opinion 
has led to the widespread use of anticoagulants 
and vasodilators in the immediate post-freezing 
period.) It is most evident when tissues are in 
the temperature range of +5 degrees to +15 de- 
grees Centigrade ('5-'7), 

In view of these experimental and theoretical 
considerations it appears that the time the in- 
volved tissue is frozen should be minimized and 
that once thawing begins there should be rapid 
rewarming to normal body temperature. 

Once initial rewarming is accomplished, the 
physician is faced with the equally important 
clinical problem of preventing secondary changes 
such as fibrosis of intrinsic muscles, sludging of 
blood, thrombosis of vessels and irreparable 
changes in peripheral nerves. With this in mind 
we decided to use a potent tool heretofore not 
employed in this problem, ultra-high frequency 
sound. The major advantage of ultra sound over 
conventional diathermy is deep penetration of 
tissues. 

Standard commercial ultrasonic equipment, 
then available in 1955-56, appeared to suit this 
purpose. Its utilization, effective in whirlpool or 
water bath, permitted penetration to all deep 
structures found in the extremities, including 
bone. We have felt that the condition of struc- 
tures deep to skin is the determining factor in the 
eventual outcome of the frozen extremity. As- 
suming this to be so, it seemed logical for initial 
therapy, that treatment be directed to the injured, 
but still viable, deep structures, especially ves- 
sels and nerves, as well as bone and intrinsic 
musculature including tendon. Treatment then 
was directed, not to the changes so glaringly 
apparent in the envelope of skin, but to the more 
important contents. The preservation of these, 
the deep structures, provides the maximum re- 
sults, since skin may readily be replaced by the 
indicated graft procedure at the proper later 
time. 

Unfortunately, the rapidity of cooling of the 
injured part and the total duration of cold expo- 
sure are not usually within the control of the clin- 
ician in naturally occuring frostbite. In addition, 
most cases have already undergone thawing when 
seen first. (The early treatment of frostbite cases 
will be discussed in Part II of this paper.) How- 
ever, in accordance with the above principles, the 
following program of treatment was planned and 
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applied whenever possible to the cases which are 
the subject of this paper. 


III. METHODS 


When first seen the patient was evaluated for 
any deficiency of general body heat and efforts 
were directed at first instance to restoring this 
by the general appplication of heat externally 
and internally by ingestion of warm liquids. Parts 
still frozen or cold were then brought to body 
temperature by immersing in a warm water bath 
at temperatures from 42 to 48 degrees Centigrade 
(110 to 118 degrees F.). A whirlpool bath was 
usually used which provided more rapid heat 
transfer than a simple water bath. This was fol- 
lowed with very careful cleansing of the part 
with thorough but gentle scrubbing with a germ- 
icidal solution, benign to the tissues. In most 
cases this consisted of a hexachlorophene-contain- 
ing detergent (pHisoHex®). Scrupulous care was 
taken to avoid trauma to the tissues and to avoid 
puncture of any blebs present. Following the 
achievement of as nearly an aseptic state as pos- 
sible, the involved part was placed at rest on a 
sterile sheet and covered with a cradle over which 
a second sterile sheet was arranged to prevent 
contamination and unnecessary contact. No 
dressings of any kind were used except for small 
pledgets of sterile cotton inserted between the 
distal phalanges to avoid maceration. 


Physiotherapy was instituted immediately 
when possible with whirlpool baths, usually com- 
bined with ultrasound therapy. Baths were given 
for twenty minutes once or twice daily for one 
to two weeks under as nearly sterile conditions 
as could be achieved. Active motion of the af- 
fected part was immediately encouraged. Passive 
manipulation was delayed until the acute stage 
had subsided and until danger of infection had 
diminished. Antibiotics were utilized in the same 
amounts and for the same rationale as are used 
with open fractures. Ultrasonic treatment was 
used in dosages of 1-1% watts per square centi- 
meter in a water medium, the sound head as close 
as possible without contacting the extremity. The 
application of this high frequency sound was pre- 
scribed for five minutes once or twice daily with- 
in the bath. In general, the method was directed 
towards the restoration of normal circulation, to 
the prevention of infection and ascending gan- 
grenous change, and to the preservation and 
early rehabilitation of muscle and joint function. 


(to be continued) 
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CHANGING FOOD HABITS AMONG ALASKA NATIVES 


RUTH COFFIN, M.D. 
USPHS Alaska Native Hospital 
ANCHORAGE 


A recent episode of botulism among a group 
of Eskimos along the Bering Sea, a result of eat- 
ing spoiled muktuk, occasioned a discussion of 
native diet and food preservation customs, and 
prompted this modest attempt to present just a 
few of the customs as they were formerly widely 
practiced, and as they are still practiced in some 
of the more remote villages. 


Contact with the white culture has changed 
the native dietary pattern, as it has all aspects of 
their lives, to a melange of stone age and space 
age. Throughout all of Alaska the natives eat a 
diet dictated by their economic status. If they 
have a job which pays enough to buy it, they eat 
a diet exactly like their white brothers, but 
weighted toward starches and sweets and with 
fewer vegetables and fresh produce. For these 
people, food preservation is done for them by the 
canneries and factories. Where cash is shorter 
the diet consists mainly of the products of hunt- 
ing and fishing, supplemented with flour, sugar, 
tea, coffee, and canned fruit and canned milk, as 
income allows. 


There is a remarkable range of techniques 
among the Alaskan natives for storage of foods, 
consisting of drying, freezing, storing in seal 
pokes, either frozen or unfrozen, in animal stom- 
achs. in stone, wood, woven, or pottery vessels, 
in pits in the ground, on racks, in wooden caches, 
and in ice caves. 


Along the Bering and Arctic Seas some peo- 
ple depend almost entirely on the sea for their 
food. The behavior of the sea ice is the deciding 
factor as to whether a village obtains an adequate 
supply of sea animals. 


The foods obtained from the sea consist of 
whale, seal, oogruk, sea lion, crab, clams, fish 
and seaweed. Other native foods are salmon, 
herring, tom cod, trout, white fish, ling cod, rein- 
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deer, caribou, moose, bear, squirrel, rabbit, 
beaver, ptarmigan, ducks, geese, grouse, wild 
willow greens, sour dock, vetch roots (mashu), 
cloudberries, cranberries, blueberries, moss ber- 
ties, bear berries, wild celery, wild rhubarb, and 
birds’ eggs. 


At Barrow where the summer temperatures 
just get up a little above freezing, spoilage is less 
of a problem than farther south. The old aban- 
doned underground sod houses of Barrow, now 
used for ice houses, are below freezing all sum- 
mer, and hence are excellent cold storage units. 

Seal, oogruk, reindeer and whale make up 
the major sources of meat in Barrow. Caribou is 
eaten fresh, stored in ice houses, or dried on racks 
on the roofs to keep it away from the dogs. Seal 
and oogruk are skinned, the blubber and skin 
being removed in one layer. The meat is eaten 
fresh-cooked, or is air-dried and eaten raw, or is 
frozen and then cooked. The seal blubber is then 
trimmed off the skin and placed in a barrel in the 
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house in a warm place where it melts and collects 
as a thick liquid the consistency of salad oil. The 
oil is drained off and stored in sealskin pokes, 
and as the seal meat is cooked and eaten, it is 
sometimes dipped into the seal oil much as we 
dip foods in sauces. 


The older method of rendering seal oil was 
to remove a sealskin from nose to tail without 
cutting it longitudinally and then to turn it hair- 
side in with the fur still on. The openings were 
all sewed shut except the top, and the seal fat was 
placed in this to render, at room temperature. 


Whale is flensed and the pieces of mukhuk 
are hung up to air dry for one or two days and 
then the chunks of muktuk are stored in seal oil 
in barrels or in sealskin pokes. An older method 
was to take a whale stomach, clean it, turn it 
inside out and wash it and drain it. It was then 
inflated with air. The muktuk was cut up and 
boiled until tender, and packed into the stomach. 
The fat skimmed off during the cooking was then 
added and the top closed. This was stored in ice 
caves. Muktuk is also eaten raw or raw-frozen. 


St. Lawrence and King Islands depend chief- 
ly on the walrus for their meat supply. Walrus 
is eaten fresh-cooked. It is also air-dried or placed 
in pits dug down into the permafrost where it 
stays frozen until ready to cook. 


The early Aleuts used much dried fish and a 
much greater proportion of shellfish in their diet. 
One delicacy still enjoyed at Atka when the tides 
are right is sea urchin. These are cut open and 
the egg-bearing portion is removed, washed, and 
eaten raw with great relish. I watched several 
children running up and down the beach collect- 
ing dozens of them and eating them as fast as 
they could crack the shells. They came away 
from the orgy with purple stained hands and 
faces, quite disgusted with my refusal to join 
them. ’ 


Fish are handled in a variety of ways. Trout, 
cod, ling cod, and grayling are eaten fresh or 
frozen. Salmon are eaten fresh in season. The 
bulk of the fish are sun-dried for winter use. The 
fish are cleaned, cut into strips and hung over 
racks for about three weeks. The dried fish are 
then put up in bundles of about 100 pounds (about 
50 dried fish) and stored in caches, or in the un- 
heated entryways to the houses. 


Sometimes they are dried for three weeks, 
with special care being taken to cut away all 
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bones. Then as many as possible (up to 150) are 
put into a seal poke and about five gallons of 
seal oil is poured into the poke. The poke is then 
turned every one to two weeks so the oil mixes 
through the fish. Nowadays barrels are used 
more than the seal poke. 

Now many fish are smoked. The fish are 
first cut into strips, then soaked in salt water 
overnight, hung in the air for two days, and then 
smoked slowly for two weeks. 


Some silver salmon bellies are put in barrels 
and covered with brine for storage and are then 
soaked and boiled before being eaten. Another 
method of salting is to clean, cut into strips, wash 
and pack into barrels in alternate layers with 
salt, covering the top with a layer of salt, and 
then sealing the barrel. To eat it, it must then 
be soaked for 2 or 3 days in cold water, changing 
the water twice a day. It is then eaten raw or 
boiled. The barrel must be stored in a cool place. 


An old-style delicacy is rotten fish heads. 
These are prepared by placing the fish heads and 
entrails in a barrel and storing in a cold place 
such as a deep pit, or submerged in cold running 
water. After four or five days the barrel is 
opened, and the fish heads picked out, washed 
thoroughly and then either eaten raw or boiled. 


Grayling, salmon and herring eggs are eaten 
fresh or after storage in pits dug where they will 
not be exposed to direct sunlight. These are 


usually stored during the salmon run, and then 


in the spring when food for the dogs runs scarce, 
they are dug up. Formerly they were eaten by 
the Eskimos, but now they are mostly used for 
dog food. 


In the old days, for dances and ceremonials, 
fish were especially prepared. Half-dried salmon 
was smeared with salmon eggs and then put in a 
seal poke. 


Dried fish are eaten as they are, or they are 
dipped in seal oil. Instead of seal oil the Tlingits 
used fish oil prepared by cooking salmon bellies 
in a large wooden vat. The vat was actually a 
large dugout canoe which was placed on the 
ground. Then it was filled with fresh water and 
pieces of fish were dropped in the water at each 
end. In the center were placed stones that were 
heated in the fire until red hot. This caused the 
water to heat enough to cook the fish slowly, and 
render the oil. The oil was then skimmed off and 
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placed in large stone or wooden containers. This 
was used to season food, much as the Eskimos 
used seal oil. 


Ducks, geese, grouse, ptarmigan, and spruce 
hens are eaten fresh in season, and frozen for 
later use. A few families on the West Coast put 
fowl up in brine. 


Birds’ eggs were once used more than they 
are now. They were eaten fresh, or preserved by 
hard boiling them and storing them in seal oil in 
a poke with the shells intact. These eggs were 
not always too fresh when gathered. 


Ground squirrels, beaver, muskrat, bear, 
moose, reindeer, and caribou are eaten fresh, or 
are frozen. It is the custom for the Eskimos at 
Barrow and along the Arctic coast to crack the 
caribou bones immediately after a kill and suck 
the marrow. This is considered quite a delicacy. 


Eskimo ice cream is made differently in dif- 
ferent places. One recipe calls for melted tallow 
to be mixed with~fish grease, and cooked 
crumbled white fish which has been squeezed 
dry. This is beaten until it is fluffy and then 
sugar and wild berries are added. Another recipe 
consists of seal oil whipped with finely shopped 
caribou fat until fluffy. Then shredded dried 
caribou or berries are added. A variant of this 
recipe calls for a mixture of shredded wild greens 
and berries to be added to the fat. 


Berries are picked and placed in covered bar- 
rels without preservatives of any sort along the 
Northern Coast. In some areas the barrels are left 
standing at the berry patch until enough snow 
has fallen to enable them to be hauled home by 
dog sled. The berries are simply sorted, washed, 
and dumped into the barrels. As money allows, 
more and more natives layer the berries with 
sugar. The barrels are sometimes sealed with a 
layer of wax, like home-canned jelly. The berries 
are used fresh, frozen, or cooked. These provide 
a source of Vitamin C. 


Willow leaves and buds, collected in the 
spring, are used raw and are stored by mixing 
with enough seal oil to give them a thin film of 
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oil and then placing them in kegs and storing in 
a cool place. 


Greens, collected in the summer, consist of 
sorrel, wild dock, wild celery, and wild rhubarb. 
These are prepared in different ways. One meth- 
od is to wash and chop them and cook them to a 
mush which is cooled and stored in a keg in a 
cool place. These undergo some sort of fermenta- 
tion and become quite odoriferous. On St. Law- 
rence Island the greens are merely collected, 
washed, and packed tightly in kegs. They are 
said to come out smelling something like sauer- 
kraut, and are eaten after undergoing partial 
fermentation. 


A dish no longer used was ferns collected in 
late fall after they were frozen. They were peeled, 
chopped and mixed with salmon eggs into a mush 
and stored in kegs. 


Another dish is made from wild rhubarb 
which is mixed with a small amount of reindeer 
moss and moss berries and allowed to ferment or 
sour a little. These greens all provide a good 
source of Vitamin A and some C. 


Seaweed is dried and then chewed. 


It wasn’t my intention to editorialize, but I 
think that it is readily apparent that most of these 
practices offer the opportunity for spoilage, and 
food poisoning. Fortunately, or unfortunately 
according to the dentists, the younger generations 
are abandoning most of these practices gradually, 
and are acquiring freezers and pressure cookers, 
and the less wholesome diet of the white man. 
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MEDICAL PRACTICE IN A SMALL COMMUNITY 


PAUL G. ISAAK, M.D. 
SEWARD 


Has anyone ever asked you why you chose to 
practice in the community in which you now 
live? There are many aspects of the question that 
are usually considered before deciding on a loca- 
tion. The need of your services in the particular 
community chosen may or may not have played 
a major role in your decision. I am sure you 
could always find another location where your 
talents would be in greater demand. It is neces- 
sary to be somewhat realistic regarding the prob- 
able economic success. This depends to some 
degree upon the needs of the people. But there 
is little doubt that quite frequently there are 
other factors that actually decide the issue. Not 
the least of these factors may be your spouse. 


There are three main prerequisites in decid- 
ing on a small town practice. If one is married, 
the first prerequisite is that the location please 
the wife. More than one physician has had to 
change his ultimate location after being fairly 
well situated just because he may not have con- 
sidered this important factor. The second pre- 
requisite is that one engage in the general prac- 
tice of medicine. There are very few small towns 
(under 5,000 population) that can support a full- 
time specialist. The third prerequisite is that 
there must be a need for a physician’s services. 
These prerequisites are based on the assumption 
that it would not be practical to commute. 


In my opinion, there are some definite advan- 
tages to a small town practice. Although the 
advantages may be outnumbered by the disad- 
vantages, they are not outweighed by them. 
There is a serenity (this does not always apply 
here in Seward) in a small town that you do not 
find in the city. For this one reason many resi- 
dents of a city move out into quieter surroundings 
and suburbs. The latter then, frequently neces- 
sitates driving long distances through heavy 
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’ traffic to the office or hospital. Here in Seward a 


car would not even be essential. I enjoy walking 
(and I have to stay in shape for some of those 
strenuous hunting trips) and live only a few 
blocks from the office, hospital, or down town. 
Even in case of house calls it would often be ad- 
vantageous to say, “I’m sorry but I am without 
transportation.” Having an old flivver, I can 
occasionally say this in all honesty. At any rate, 
I have had my fill of racing city traffic with its 
trams and jams. 


There is, I think, in a small town, better op- 
portunity to see how environmental factors in- 
fluence the patient. In a few years, a practitioner 
not only knows the patients, members of the 
family, and its ancestry, but also knows some- 
thing about the family’s habits. This is frequently 
important in establishing the basis of a patient’s 
illness. In fact, it may greatly reduce the number 
of visits that would otherwise be required to do 
this. 
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After the cause of the illness is established, 
knowledge of the family circumstances again en- 
ables the physician to render the best treatment 
and advice in a minimum of time. I recall my ex- 
perience with a general practitioner in a small 
midwestern town. He saw from fifty to a hun- 
dred patients a day, six days a week. At the time 
I maintained that a doctor just couldn’t see fifty 
or more patients a day and provide them with 
good care. What I didn’t realize at that time was 
how having lived in the community for over thir- 
ty years helped him in evaluating the problems 
he faced. He had treated many of his patients 
since their birth and hence was in a position to 
tell instantly whether the patient required much 
study or only a little reassurance. No doubt he 
missed some serious diseases in their early stages 
because he did not perform many complete phys- 
ical examinations. However, I doubt that his per- 
centage of error exceeded that of the average 
physician. 


The variety of medical cases that the small 
town practitioner sees and has occasion to treat 
makes it imperative that he be versed in many 
special fields of medicine. It calls for frequent 
reviews of medical texts and journals. The lat- 
ter very often presents information to him that 
he either forgot or never knew existed. The diver- 
sity of medical cases confronted by the local doc- 
tor makes for interesting experiences. It provides 
a constant stimulus to keep abreast of the large 
volume of rapidly changing and increasing medi- 
cal knowledge. Often as a matter of necessity, 
he is called on to treat cases that the practitioner 
in the city would (and could) immediately refer. 
There have been many occasions when I would 
rather have referred the patient to someone more 
qualified but circumstances prevented it. For 
example, one of the three cases of fatal menin- 
gococcemia I have seen happened to be my 
patient not long ago. He had been a previously 
healthy young boy who died within six hours 
after admission to the hospital, despite very in- 
tensive therapy. 
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After living in a small community for a few 
years, one becomes an integral part of it. This 
provides a feeling of contentment or satisfaction 
that I have not experienced in the city. For in- 
stance, I enjoy particularly being able to address 
the shopkeepers and their customers by name 
and to have a brief visit while making a purchase 
or inquiry. This is an aspect of informality that 
is typical of small town life. Of course there is 
the aspect of being a frequent subject of gossip 
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which is undesirable but also a typical small 
town trait. I frequently hear people say that 
there just isn’t anything to do in a small town. 
I have never been confronted with this problem. 
I would have to live several hundred years to 
be able to do all the things I enjoy. 


There are the many advantages of living in 
the city or near a medical center—consultation 
is readily available, various medical programs 
and postgraduate courses are available, varieties 
of sports, movies, plays, operas and concerts, are 
some of the many fine things that we in the small 
community miss. Whether you have chosen one 
or the other has no doubt been influenced, among 
other things, by your past experience. However, 
I would venture a guess that the majority of you, 
if asked about your choice of location, might say, 
“T did it and I’m glad.” 








MULTIPLE CALCULI AS A LATE COMPLICATION 
OF URINARY TRACT TUBERCULOSIS 


HENRY G. STORRS, M.D. 
FAIRBANKS 


Urinary tract calculi are seen under a num- 
ber of conditions (1). They are found in metabolic 
disorders such as hyperparathyroidism with ex- 
cessive calcium excretion; they may be found in 
conditions producing stasis such as congenital an- 
omalies, including accessory vessels compressing 
a ureter and producing hydronephrosis, or stasis 
from long periods with the patient supine such 
as forced bed rest with a fractured extremity in 
traction. There are also occasional isolated cal- 
culi passed painfully through the ureter with no 
obvious renal pathology. The etiology of these is 
thought frequently to be a small focus of infec- 
tion or irritation on one of the renal papillae. 
Large bladder calculi are frequently thought to 
follow the passage of ureteral calculi into the 
bladder which do not pass on and gradually en- 
large. 


Those of us practicing in Alaska are all fami- 
liar with tuberculosis. There has been an un- 
usually high incidence of pulmonary tuberculosis 
and cervical adenitis due to Mycobacterium tu- 
berculosis among the Eskimos and Indians of this 
49th state, apparently due to lack of prior im- 
munity. We have also seen the further manifes- 
tations of tuberculosis as it affects other areas of 
the body. (2) 


I would like to present to you a case whose 
tuberculous infection did not occur in Alaska and 
whose eventual calculus disease was quite strik- 
ing and somewhat unusual. 


CASE REPORT 


J. S., age 52, first contracted tuberculosis in 
1929, thirty years ago in Chicago. (3) At that time, 
he had what he thought to be trauma to the scro- 
tum with subsequent edema. He had a bilateral ep- 
ididymectomy and, through a perineal approach, 
a prostatectomy and seminal vesiculectomy. The 
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pathological examination revealed bilateral tub- 
erculous epididymitis. As you are all well aware, 
at that time the anti-tuberculous drugs streptomy- 
cin, para-amino-salycilic acid, and isoniazid were 
not available. Yet this man recovered from his 
surgery and illness and felt that he was in good 
health for many years. Pulmonary tuberculosis 
was not discovered and sanatorial care was not 
prescribed at that time. This patient came to Alas- 
ka with such residuals of tuberculosis as he may 
have had. 


In 1952 this patient was treated by me for 
a fracture of the left ankle. It seemed to be a 
straightforward orthopedic problem until the 
day of reduction and application of the cast as an 
out-patient when he developed severe pain in the 
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leg. He was immediately hospitalized and the 
cast removed. The thought of muscle ischemia or 
possible thrombophlebitis was paramount in the 
differential diagnosis. He was placed on bed rest 
for a week with the leg elevated. However, 
neither localized ischemia of the muscle nor vas- 
cular thrombosis was noticed. His leg was again 
placed in a cast, and he made an uneventful con- 
valescence. I mention this now as it may bear on 
the future diagnosis. (6) It is noteworthy that no 
urinary symptoms developed at this time des- 
pite the strict bed rest. 


My next contact with the patient was about 
a year later when he came in for a routine pre- 
employment physical examination, and my note 
read “well-muscled, white male.” 


When the patient presented himself next on 
October 24, 1958, he gave a six-month history of 
illness. For the first three’ months there was 
generalized malaise, weight loss, and backache, 
more on the right side. For the last three months 
he had had urinary frequency, urgency and ter- 
rific pain following micturition. This pain was 
of such severity and produced such tenesmus that 
he had prolapsed his rectal mucosa from the 
strain and had had a hemorrhoidectomy to cor- 
rect this prolapse ten weeks prior to seeing me. 
He had gone into shock in the immediate post-op- 
erative period. He was wearing an improvised 





Figure 1. Scout film 
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urinal and complained not only of the severe 
terminal dysuria but also of severe backache. He 
was taking a proprietary compound (Cordex) con- 
taining 0.5 mg. of prednisolone (9,10). There was 
obvious deformity of the spine, and a 2 cm. dark, 
pigmented nevus over the left temple. He was 
cachectic and uremic. 





Figure 2. Intravenous pyelogram 


The first figure, the scout film of the abdo- 
men, demonstrates a large golf-ball-sized urinary 
bladder calculus, a small staghorn calculus in the 
area of the right kidney and some small calcifica- 
tions presumably in the cortex of the lower pole 
of the right kidney. The second figure shows the 
excretory pyelogram with normal function and an 
essentially normal pelvis on the left. There is 
absolutely no visualization of the right kidney. 
The urinalysis demonstrated specific gravity 
1.030, 2-plus albumin, no sugar, 25-30 white blood 
cells, 4-6 red blood cells, 5 granular and 2 hyaline 
casts per high power field and many calcium ox- 
alate crystals. The blood count revealed 10.8 
gm.% hemoglobin, 4,360,000 red blood cells, 13,500 
white blood cells, 58% neutrophils, 1% stabs, 39% 
lymphocytes, and 2% monocytes. 


Because of the man’s toxic condition and 
his severe pain the bladder calculus was removed 
through a suprapubic incision on November 11, 
1958, and specific culture and sensitivity tests 
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were obtained on the infected bladder urine. This 
operation relieved the dysuria and restored urin- 
ary function to normal, but despite specific 
antibiotic therapy as indicated by culture, the 
patient continued to lose weight of about one 
half pound daily while in the hospital. The rad- 
iologist was firm in his interpretation of the 
vertebral lesion as an old fracture and not metas- 
tatic tumor from either the nevus on his left 





Figure 3. Retrograde pyelogram 


temple or from a possible hypernephroma of the 
right kidney. The third figure shows the retro- 
grade pyelogram revealing a large hydronephro- 
tic right kidney. This was removed on November 
26, 1958 through a routine lumbar nephrectomy 
incision, (4) which procedure the patient with- 
stood well. His temperature became normal im- 
mediately postoperatively, and he did well until 
the twelfth postoperative day. 


Twelve days postoperatively the patient was 
returning from a short walk down the hall when 
he suddenly went into shock and remained in a 
precarious condition for two days. The differen- 
tial diagnosis included massive pulmonary em- 
bolus and myocardial infarction. The chest x-ray 
taken three days later showed perfectly clear 
lung fields, and an electrocardiogram taken 
one day later was interpreted as normal. The 
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diagnosis was made of adrenocortical insufficien- 
cy.(10) Credit should be given to Dr. William 
Danko for the diagnosis and management of the 
metabolic deficiency. The patient was placed on 
hydrocortisone and made a gradual recovery. 


We may retrogress for a few moments to re- 
view several factors which led to this diagnosis. 
First, as we all know, tuberculosis frequently 
produces Addison’s disease. (5) This patient had 
tuberculosis, and we know it was affecting the 
kidney. The adrenal glands may be assumed to 
have tuberculous involvement. There was un- 
doubtedly further trauma to the right adrenal 
gland during the nephrectomy. Secondly, leg 
pains may occur with moderate adrenal insuffic- 
iency. You will remember that in 1952 he had 
pain in the left calf. Following his suprapubic cy- 
stotomy he developed pain in the left leg and was 
treated for incipient thrombophlebitis. However, 
the signs were vague and some of the time they 
were bilateral. Thirdly, the patient responded to 
replacement therapy. On one occassion after the 
patient left the hospital, he went for about three 
days without any prednisolone and became ex- 
tremely weak. (7,8) Fourthly, he had a moderate 
pigmentation of the skin. Finally, operative 
stimulation of the adrenal cortex gradually de- 
creases in the immediate postoperative period. (9) 


Addison describes his disease as “The lead- 
ing and characteristic features of the morbid state 
to which I would direct attention are anemia, a 


‘general languor and debility, a remarkable feeble- 


ness of the heart’s action, irritability of the stom- 
ach and a peculiar change of color of the skin 
occurring in connection with the diseased con- 
dition of the suprarenal capsule.” (14) 


This patient, although many of the symp- 
toms were marked by concurrent urinary tract 
disease, had pigmentation of the skin, weakness, 
debility and irritability of the stomach. Replace- 
ment therapy corrected the symptomatology. The 
presence of systemic tuberculosis points toward 
tuberculosis as the etiology of his Addison’s 
disease.(14) If there was no tuberculous involve- 
ment of the left adrenal gland, it should have 
been possible to stop therapy after recovery 
from the urinary tract disease. This was not pos- 
sible, again confirming the diagnosis of Addi- 
son’s disease.(10) 


The diagnosis of tuberculosis was not made 
until after the surgery, when the urinary bladder 
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culture taken at the time of the cystoscopy showed 
growth of Mycobacterium tuberculosis, the re- 
port from St. Luke’s Hospital in Chicago showed 
tuberculous epididymitis in 1929 (3), and the path- 
ological diagnosis from Seattle on the right kid- 
ney showed tuberculosis in the thin cortex re- 
maining in the nonfunctioning kidney. (11) These 
three reports were received the same day. Three 
independent diagnoses leave no question as to the 
etiology of this disease. 


The patient at present is doing well, having 
gone from an initial weight of 131 pounds to 120 
pounds before the nephrectomy to 158 pounds at 
present, and is doing light work now. (12, 13) He 
is maintained on the hydrocortisone analogs, pred- 
nisolone, triamcinolone or dexamethasone, in 
that order, as well as isoniazide and biweekly 
injection of dihydrostreptomycin. His repeat 
bladder culture is free of tubercle bacilli. His 
blood urea nitrogen is within ‘normal limits. The 
excretory pyelogram shows no anatomical chan- 
ges from that taken at first. 


- 


SUMMARY 


In summary an interesting and unusual case 
of the late sequelae of urinary tract tuberculosis 
with calculus of the right kidney and large uri- 
nary vesicle calculus treated by removal of the 
vesicle calculus, right nephrectomy and adreno- 
cortical replacement. therapy for Addison’s dis- 
ease has been presented. 


10. 


it. 


12. 


13. 
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Womans pturitiary News 


A news column compiled by 


Mrs. Vernon Cates 


MEMBERSHIP PLEDGE 


“I pledge my loyalty and devotion to the 
Woman’s Auxiliary to the American Medical As- 
sociation. I will support its activities, protect its 
reputation and ever sustain its high ideals.” 





PRESIDENT’S MESSAGE 


An auxiliary year is nearing completion for 
the Woman’s Auxiliary to the Alaska Medical As- 
sociation. The most outstanding sign of progress 
has been a growing concept of the total auxiliary 
program. While the organization has not been 
able to participate in many phases of the pro- 
gram, it has made a sincere effort to take part in 
local, state, and national health and civic pro- 
grams. 


Altogther, many hundreds of hours have 
been given to welfare, hospital, nurses aide, polio, 
gray lady, tuberculosis, heart, girl scout, cub 
scout and other organizations, thereby “fulfilling 
individual responsibility for better community 
health.” 


On the state level, auxiliary chairmen have 
cooperated with other health agencies in study- 
ing the needs of the aging; with the University 
of Alaska in awarding a health scholarship; the 
civil defense chairman, with the civil defense 
director in presenting information and a film on 
home preparedness; and the safety chairman 
working with the homemakers organization. 


On the national level, the entire auxiliary 
has become conscious of the needs of the Ameri- 
can Medical Education Foundation, and has plac- 
ed it as a top project in fund raising activities. It 
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has realized the need for a stand against the For- 
and Bill, and has distributed information on it, 
and many letters have been written to our con- 
gressmen regarding this bill. 


This year, ALASKA MEDICINE the state 
medical journal, has cooperated with us in com- 
piling auxiliary news. This year, also, the Alaska 
Medical Auxiliary was represented at the con- 
ference of presidents, in Chicago, October 5-7. 
The Alaska Medical Auxiliary was honored by 
the Oklahoma auxiliary at its annual convention. 
This honor inspired us to build a stronger or- 
ganization, in order to take our place with our 
sister auxiliaries. It has been a rewarding year, 
drawing the members closer in responsibility. 


I wish to thank the Woman’s Auxiliary to 
the Alaska Medical Association for the privilege 
of having served as its president. 


Mrs. Mary Lee Phillips 





FROM OTHER STATES... 


Xvxn though my typxwritxr is an old modxl, 
it works quitx wxll xxcxpt for onx of thx kxys. 
It is trux that xvxn with forty-onx kxys function- 
ing, just onx kxy not working makxs this diffxr- 
xnex. Somxtimxs it sxxms that our auxiliary 
may bx somxwhat likx my typxwritxr — not all 
thx mxmbxrs arx participating. 


The next time you think you are only one 
person and that your efforts are not needed, be 
sure to remember my typewriter and remind 
yourself that you are a KEY person and are need- 
ed very much. 


From The Illinois Auxiliary News 
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CONVENTION PROGRAM 
of the 
WOMAN’S AUXILIARY 
to the 
Alaska State Medical Association 


February 18th, 19th, and 20th 1960 
ANCHORAGE, ALASKA 


Thursday, February 18 
10:00 a.m. — Registration: Westward Hotel 
12 Noon Mrs. Charles St. John (Ginny) Chair- 
man 
1:00 p.m.—Buffet Luncheon - Idle Hour Country 
Club. 
Ris. Vik. 
Mrs. J. H. Shelton (Jean) Chairman: 1534 


Hidden Lane or Mrs. J. Ray Langdon (Thel- 
ma) Chairman: 2303 Captain Cook Blvd. 

Business Meeting of Auxiliary to Alaska 
State Medical Association: Mrs. Francis 
Phillips presiding. Speaker to be announced. 


Friday, February 19 

9:30 a.m. — Breakfast for newly-elected and re- 
tiring officers and standing committee chair- 
men: Chart Room - Westward Hotel Mrs. 
Francis Phillips (Mary Lee) Hostess. 

10:30 a.m. — Guest Speaker, Round Table Discus- 
sion of auxiliary problems: Chart Room 
(Open to all interested physicians’ wives) . 

2:00 — Tea at the home of Mrs.. Asa Martin (Eve- 
lyn): 2805 Turnagain Blvd. with Mrs. Al- 
fred Hamilton (Maureen), Mrs. William Ivy 
(Gerrie) and Mrs. Stan Edwards (Ann) as Co- 
Chairmen. 


Saturday, February 20 

Available Activities: 

10.00 a.m. — Fur Rendezvous Parade. 

10.00 a.m. — Ski Races - Arctic Ski Bowl or Alyes- 
ka. Tour of Anchorage and the Fur Rendez- 
vous. 

1:00 p.m. — World Championship Sled Dog Races. 

3:00 p.m. — Eskimo Dances. Tour of A. N. S. Hos- 
pital. 

Arrangements for tickets and transportation 
may be made at the time of registration or by 
contacting the greeting committee. 


Committee Chairmen 
Greeting — 
Mrs. C. E. Chenoweth (Nina) 
Mrs. Jack Sedwick (Marion) 
Programs — 
Mrs. Winthrop Fish (Carol) 
Mrs. Rodman Wilson (Gwynneth) 
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AUXILIARY NEWS 


ANCHORAGE — The Anchorage Medical 
Auxiliary has had four busy winter meetings. A 
successful toy and jewelry party was held in 
November, and a demonstration of Christmas 
wrappings, to prepare for the annual Christams 
Bazaar, followed the regular November meeting. 

The Bazaar was held on December 12th. For- 
eign and faney Christmas goodies and unusual 
hand-made articles were sold, with the proceeds 
to be donated to the local hospital fund. 


A sum of twenty-five dollars was sent to the 
Anchorage student selected to attend the White 
House Conference on Children and Youth, to 
help defray expenses of the trip. One hundred 
and twenty-five dollars from the proceeds of the 
October Rummage Sale was sent to A. M. E. F. 


Mr. Vincent Chellis, local director of Civil 
Defense, outlined the present program in this 
area at the regular January meeting. Plans were 
being formulated for the state convention to be 
held here in February. 


SEWARD — Civil Defense matters are of 
great importance in this location. We are work- 
ing with the authorities to stimulate awareness 
and interest in the preparation our citizens must 
make as prospective hosts (as it were) for the dis- 
placed numbers which could move into this area 
in the event of evacuation of Anchorage. Our 
very effecient and effective volunteer Ambu- 
lance Corps conducts regular classes in first aid. 
All of the physicians and or wives are involved 
in one way or another in this program. 





AN ALASKAN PHYSICIAN’S WIFE 


“Nurse wanted in Alaska. Must be free to 
travel. Salary $427 plus per diem.” This ad in the 
American Journal of Nursing sounded like it was 
meant for the present Mrs. John B. (Grace) Fen- 
ger. That is how and why she arrived in Alaska, 
May, 1953. 

Working for the Alaska Department of 
Health as BCG nurse, she traveled to the isolated 
villages and nurses’ stations giving tuberculin 
tests, BCG vaccine, and teaching the itinerant 
nurse the procedure. While in this position most 
of the areas of Alaska were visited. 


Since summer is not always the best time to 
find the natives in their villages, Grace was as- 
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signed to the mobile X-ray unit which was to 
work the Alaska Highway starting at Haines. 


Come the end of August, 1954, she was in- 
formed that the BCG program was discontinued 
for the present and that she was to be placed on 
a marine health unit. The M. S. Hygiene was to 
work the Aleutians in the fall and winter. Little 
did she realize upon taking this position that 
she would marry the Medical Officer-in-Charge, 
Dr. John B. Fenger, and take a “honeymoon 
cruise” in the Pacific. Mrs. Fenger says, “The 
Aleutian storms were vicious, and everything 
written about them is true. Sometimes the ship 
would roll 45° either way and you would wonder 
if she would ever right herself.” 


They left the ship in June, 1955, to return to 
Denver, Colorado, where Dr. Fenger took a res- 
idency in general practice. In the meantime Grace 
took a position with the Denver Visiting Nurse 
Service. 

Alaska was still in their blood and they began 
investigating the possibilities in Homer. Pros- 
pects looked so good that they arrived to open 
practice July 1, 1956, as Homer’s first resident 
physician. 

Now, four years later, the Fengers’ boast two 
children, a cat, a dog and a home, and have def- 
initely decided to stay and grow with the com- 
munity. 


(FEATURE EDITOR’S NOTE: This is the first 
in a planned series of biographical sketches of our 
members. Suggestions for future sketches will be 
welcomed.) 





COMMUNITY SERVICE 


Each of us must find time to help our dif- 
ferent groups in community service projects. We 
have a responsibility to our community to help 
in activities that will make the community a 
better place in which to live. The list is long and 
diversified enough to interest everyone; Health 
council, hospital auxiliary, seal sales, mental 
health committee, publicity on the Forand Bill, 
preparing a community health program for older 
citizens, interesting our school children in a 
medical career, and other items that pertain to 
each community individually. Service to the com- 
munity comes from individual help through or- 
ganization and group work. 


Mrs. R. Holmes Johnson 
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NEWTOK ELIGARUIT-NIAKSARUIT* 


Dr. and Mrs. Paul G. Isaak of Seward wel- 
comed their fifth child and second son on Christ- 
mas morning. 


_Dr. and Mrs. George Sperry are parents of a 
son, Henry Robert, born on September 4th. Dr. 
Sperry is in charge of the Alaska Native Health 
Service in Juneau. 


Paul Alexander Mead, birth date January 
6th, 1960, has joined a brother and two sisters at 
the residence of Dr. and Mrs. Perry A. Mead of 
Anchorage. 


There are now three children in the family 
of Dr. and Mrs. Royce Morgan of Anchorage since 
the arrival of Philip Harvey on November 26th. 


Dr. and Mrs. William Mills of Anchorage are 
parents of a new daughter who arrived on Feb- 
ruary 5th to join a family of three girls and one 
boy. 


*Eskimo for “New Boys and Girls” 





ABOUT A. M. E. F. CARDS 


Mrs. Arthur J. Schaible, State A. M. E. F. 
Chairman, does have the sympathy and apprecia- 
tion cards available to all interested persons. You 
may contact her at 822 Northward Building, Fair- 


- banks, Alaska. 





ALASKA RECIPES FROM OUR MEMBERS 


Kodiak King Crab Newburg 


3 cups of crabmeat (fresh or canned) 
1% cup butter 

2 tablespoons sherry 

2 tablespoons brandy 

2/3 cup of whipping cream 

3 egg yolks, slightly beaten 

Few grains nutmeg, salt and cayenne. 


Melt butter, add crab, cook 3 minutes. Add 
sherry and brandy, cook 1 minute. Add cream and 
season with nutmeg, salt and cayenne. Add egg 
yolks and cook and stir gently until the sauce 
thickens slightly. May be served on toast trian- 
gles, serves six. 


Submitted by Mrs. J. Bruce Keers 


ALASKA MEDICINE 


| ae 


Wuktule WMorsels 


A column devoted to medical news in Alaska, compiled by 


HELEN S. WHALEY, M.D. 


GENERAL 


Several pieces of legislation of particular 
importance to physicians will be coming under 
consideration in the second annual meeting of the 
Alaska State Legislature. These tentatively in- 
clude a new adoption law. Physicians interested 
in the context of this law should contact Dr. 
Peter Koeniger, Anchorage, who is chairman of 
a medical committee studying this proposed bill. 
It has also been suggested that the present Alas- 
ka law regarding -licensing of Alaska physi- 
cians be changed so that Canadian citizens as 
well as United States citizens be eligible to prac- 
tice. Dr. William Whitehead of Juneau is active 
with this latter legislation. 


During the latter part of January and early 
February, Mr. Robert Atwood, editor of the An- 
chorage Times, attended a Washington, D. C., 
meeting on Indian health as the Alaskan repre- 
sentative. Delegates to this meeting, which tak- 
es place every few years, represent the various 
states with large Indian populations and consult 
with the U. S. Public Health Service and the 
Department of Health, Education, and Welfare 
about future plans for Indian health. It is of 
interest that some of the delegates from the other 
states are prominent Indian leaders. Prior to 
his departure for Washington, D. C., Mr. Atwood 
met with the Anchorage U. S. Public Health Ser- 
vice officials and with the local private physi- 
cians, who serve as consultants to the Anchorage 
Native Health Service Hospital, to obtain their 
recommendations. 


LOCAL NEWS 
JUNEAU: The first 1960 meeting of the St. 


Ann’s Hospital Medical Staff and the Juneau 
Medical Society took place in January. Retiring 
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officers of the organization were Dr. John Cle- 
ments, president, and Dr. Henry Wilde, secre- 
tary. Officers elected for this year were Dr. J. W. 
Gibson, president, and Dr. W. M. Ward, secre- 
tary. Dr. C. C. Carter was elected as Chief of 
Surgery, and the following committee chairmen 
were appointed: Dr. W. M. Ward, Tissue Com- 
mittee; Dr. H. Wilde, Pharmacy Committee; Dr. 
George Sperry, Records Committee; Drs. J. W. 
Gibson and W. M. Ward, Revision of By-Laws 
Committee. 


The electroencephalograph machine has now 
been completely installed, and is ready for opera- 
tion at the hospital. A new hospital pharmaco- 
poeia was distributed among the staff men. 


Dr. Homer F. Ray, Jr. arrived in Juneau in 
November, 1959 as psychiatrist with the Alaska 
Department of Health and Welfare Southeastern 
regional mental health clinic. This is the first 
time a full-time psychiatrist has been assigned 
to the Southeastern mental health clinic. Pre- 
viously Dr. John B. K. Smith has combined these 
duties with those of his position as director of 
the state program. 


Dr. Ray was born in Chester, Pennsylvania, 
and is a graduate of the University of Penn- 
sylvania School of Medicine. He completed his 
internship at the Philadelphia General Hospital 
and took specialized training in neurology there 
also. He completed his specialized training in 
psychiatry at Norristown State Hospital in Penn- 
sylvania and has been successively clinical dir- 
ector, assistant superintendent, and acting super- 
intendent of Somerset State Hospital in the same 
state. He comes to Juneau from the latter posi- 
tion. Dr. Ray’s wife, Florence, and four boys ac- 
companied him to Alaska. Dr. Ray is seeing 
private patients at the Juneau Clinic once week- 
ly. 

The Southeastern regional mental health 
clinic team is centered in Juneau and also makes 
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visits to Ketchikan, Sitka, Petersburg, Wrangell, 
and other communities in southeastern Alaska. 


KETCHIKAN: Dr. John Stewart has left 
Ketchikan to return to California. 


SKAGWAY: Dr. William R. Coleman has 
returned to Skagway from practice in Fairbanks. 


WRANGELL: This community has a physi- 
cian after a number of months without one. He 
is Dr. Jack W. Clark, formerly of Fairbanks and 
Ketchikan. He was born in Indiana in 1921 and 
graduated from the Indiana University School of 
Medicine in 1945. 


FAIRBANKS: Elections for St. Joseph’s 
Hospital staff officials were held in January, 1960. 
President is Dr. Lawrence Dunlap; vice presi- 
dent, Dr. Donald Tatum; and secretary-treasurer, 
Dr. Joseph Ribar. New Fairbanks Medical As- 
sociation officials are: Dr. Joseph Riber, presi- 
dent; Dr. James Lundquist, vice president; and 
Dr. Donald Tatum, secretary; and Dr. Lawrence 
Dunlap, treasurer. 


Dr. Carl Boswell and Dr. Donald Tatum have 
been appointed to the Mental Health Medical 
Advisory Board to assist in screening patients 
for psychiatric care and institutionalization. 


The Fairbanks Clinic has been joined by Dr. 
Charles W. Bugh, born in Elkhart, Indiana in 
1931 and a 1957 graduate of the Indiana Univer- 
sity School of Medicine. He will be doing general 
practice with an emphasis on obstetrics and pedi- 
atrics. Dr. Samuel Patrick McCorron, who brief- 
ly practiced in Fairbanks, has returned to the 
South “48”. 


Mayor Paul B. Haggland, M. D. has been ap- 
pointed to the Civilian Advisory Committee to 
the U. S. Army, Alaska organized recently as an 
advisory group in the field of Army-Civilian 
community relations. 


Mrs. Grace Berg Schaible was one of the nine 
successful candidates of the group of eighteen 
persons who took the recent Alaska Bar exa- 
mination. 


Medical sociai activities included a recent 
dinner party for all Fairbanks physicians. This 
is an annual event at which they donate funds 
for research to which ever research group or 
medical school they desire. The doctors have al- 
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so organized a bowling team as part of the Pro- 
fessional and Business Men’s League. 


This area is most interested in obtaining an 
ophthalmologist and/or an otolaryngologist. Dr. 
Hugh B. Fate will return to Fairbanks from Shas- 
ta, California to spend the summer months but 
will not practice. 


KODIAK: During January Dr. Bruce Kerrs 
attended the annual meeting of the Westward 
Council of the Alaska Heart Association in An- 
chorage. He combined this meeting with skiing 
and a medical evaluation. 


SEWARD: During the late spring Dr. Paul 
Isaak plans to transfer his practice from Seward 
to Soldatna below Kenai on the Kenai Peninsula. 
It is tentatively planned that a community health 
center, including a one or two bed hospital, will 
be built for his use. 


Because of his interest in improving the 
value of the school physical examinations, Dr. 
Joseph B. Deisher has been appointed to the 
Alaska American Academy of Pediatrics School 
Health Committee. 


CHUGIAK: During January, Dr. Marshall 
Simpson transferred his practice full-time to 
Chugiak. He has joined the staff at Providence 
Hospital in Anchorage and continues his affilia- 
tion with the Palmer Valley Hospital. He is the 


‘ first physician to locate in this rapidly expanding 


community located about midway between Pal- 
mer and Anchorage. 


PALMER: During January Dr. Clarence 
Bailey visited Outside. 


ANCHORAGE: Dr. Stanley Edwards, of the 
U. S. Public Health Service, was killed February 
5, when his chartered plane crashed into a moun- 
tain side while returning from a field medical 
trip, which included villages in the Aleutian 
chain. This was the first field trip of its kind 
instituted from the Anchorage Native Health 
Service Hospital, which serves this remote area 
of western Alaska. A massive air group composed 
of 30 planes a day representing Civilian Air 
Patrol, Air National Guard, Fish and Wildlife 
Service, and at least 20 private planes, aided by 
several Coast Guard ships, joined in the search 
of the chartered Inlet Airways twin-engine am- 
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phibian Grumman Widgeon. The wreckage was 
found on February 13th. 

Since the recent disbandment of the Air 
Force’s Air, Sea Rescue unit, it is the obligation 
of the private pilots in this area to assume the 
responsibility for the intensive air searches need- 
ed to locate lost planes. A number of physician 
members of the Anchorage Airmen’s Association 
assisted in the search and included Dr. Joseph 
Shelton; Dr. Tom West, surgeon at the Anchorage 
Public Health Service Hospital; Dr. Rodman 
Wilson; Dr. Charles St. John; and Dr. Robert 
Whaley. 


New Anchorage Medical Association officers 
are: President, Dr. Michael Beirne; Vice-Presi- 
dent, Dr. Rodman Wilson; and re-elected Secre- 
tary-Treasurer, Dr. Winthrop Fish. 1960 Provi- 
dence Hospital Staff officers are: President, Dr. 
Howard Romig; Vice-President, Dr. Nancy Syd- 
nam; and Secretary-Treasurer, Dr. Rudy Leong. 
Executive committee members are: Dr. Rodman 
Wilson; Dr. James Fitzpatrick; and Dr. Duane 
Drake. . 


Dr. Rodman Wilson was recently elected a 
Fellow of the American College of Physicians 
and will attend their annual meeting in San 
Francisco in April. The 13th annual meeting of 
the Alaska Crippled Children’s Association was 
held in Fairbanks in January. One of the 22 Alas- 





ka delegates to the 1960 White House Confer- 
ence on Children and Youth will be Dr. Helen 
Whaley as representative of the Alaska Branch 
of the American Academy of Pediatrics. Dr. Ro- 
bert Wilkins is one of the Anchorage members 
of the Civilian Advisory Committee to the U. S. 
Army, Alaska. 


The yearly January general practice review 
postgraduate course sponsored by the University 
of Colorado in Denver was attended by Dr. 
Charles St. John. He reports that this is an inten- 
sive 7 day refresher course in all aspects of medi- 
cine and gives credit for the American Academy 
of General Practice. The midwinter assembly of 
the Los Angeles Obstetrics and Gynecology So- 
ciety meeting in mid-February will be attended 
by Dr. Howard Romig. He will also attend sever- 
al Big Game hunting meetings enroute back to 
Alaska in nis capacity as a registered guide. 


MEETING NOTICE 


Alaska women physicians are invited to 
attend the Pan American Medical Women’s Al- 
liance Seventh Congress in San Juan, Puerto 
Rico, June 3 to 8, 1960. Information can be ob- 
tained from Hilla Sheriff, M.D., Division of Ma- 
ternal Child Health, South Carolina State Board 
of Health, Columbia 1, South Carolina. 
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Letters to the Editor... 


To the editor: 


“THE CAMEL IN ALASKA” 


in tae areas where camels are in common use 
aS beasts of burden, tents are in common use as 
ressgency tor the numan popuiation. it is well 
Known in these areas, 1 understand, that if a 
camel gets his nose in the tent, ne will soon, by 
means of continuous pushing get nis whole body 
inside of tne tent and it will be necessary for the 
people to leave. The implication is that since it is 
pseterabie, from the peopie’s point of view to 
Keep tne camel out of the tent, precautions 
snouid be taken to keep his nose out of the tent. 
sn 1950 the Alaska Native Service (ANS) was 
an offshoot of the Bureau of Indian Affairs. As 
sucn it maintained its own system of hospitals, 
to care for the native peoples, throughout Alaska, 
and staffed these hospitals with physicians em- 
ployed by itself. There was no direct relationship 
with any other governmental medical agency, al- 
though certain physician-employees of the US- 
PHS were loaned to the ANS on a temporary 
basis. At that time the hospitals of the ANS were 
largely small ones located in isolated communi- 
ties and staffed by one physician and a few nur- 
ses. The chief exception to this was a large unit 
at Mt. Edgecumbe, Alaska — just across a nar- 
row channel from Sitka — which was listed with 
the AMA as having 218 beds. In 1953 the ANS be- 
gan bulding a second large medical center — 400 
beds — in Anchorage, Alaska, completing con- 
struction in 1955. Through a series of political 
maneuverings in 1955 the entire medical estab- 
lishment of the ANS was assumed by the USPHS 
and became the Alaska Native Health Service 
(ANHS). Up until the time of this change there 
had been some difficulty in staffing both the Mt. 
Edgecumbe and the Anchorage centers. Subse- 
quently, with all the personnel resources of the 
USPHS to draw from, both these large centers 
were completely staffed and the problem then 
became one of maintaining a full patient load 
to prove that the expenditure of the funds for 
these two institutions had been warranted. 
In 1950, there were varying estimates of the 
extent of tuberculous infection amongst the Alas- 
ka population, native and white, but it was agreed 
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that the problem was an overwhelming one re- 
quiring the large number of beds that the two 
large units plus the smaller units would provide. 
In addition, at that time the Seward Sanatorium, 
just outside Seward, Alaska, was handling ap- 
proximately 150 cases of pulmonary tuberculosis, 
including both native and white patients. The 
Seward Sanatorium was being paid for this care 
by the ANS in the case of the native patients, and 
by the Veterans Administration, USPHS, and 
Alaska Department of Health for the care of the 
whites not able to cover the costs of their care 
from private sources. The largest single category, 
however, was ANS beneficiaries. 


Soon after the change of the ANS health ser- 
vices to the ANHS, the number of native patients 
at the Seward Sanatorium began to decrease and 
it was known that considerable numbers of these 
Eskimos, Aleuts, and Indians were being sent 
thousands of miles from their homes to Indian 
Service hospitals (operated by the USPHS), and 
even to private owned sanatoria, in the north- 
western United States while beds designated for 
the treatment of tuberculosis closer to these 
patients’ homes and within the Alaskan economy 
were left empty. To make a long story short, 
despite numerous protests by Alaskans, this pro- 
cess continued to the result that, with the ex- 
panded use of outpatient medical treatment for 
tuberculosis, all natives were removed from the 
Seward Sanatorium and the small load of white 
tuberculous patients in the territory not eligible 
for care in VA and other government hospitals 
was not sufficient to keep the Seward Sanator- 
ium open. With its closure in July 1958, there 
would have been no institution in the Territory 
of Alaska for the care of tuberculosis in non-na- 
tive people, if it were not for the establishment 
in Seward, of the Wesleyan Hospital for Chronic 
Diseases by the Woman’s Division of Christian 
Service of the Board of Missions of the Meth- 
odist Church. This 30 bed institution was pro- 
vided by conversion of a modern Nurses Resi- 
dence formerly used by Seward Sanatorium per- 
sonnel. 


The far-flung small hospitals in Alaska have 
also felt the effect of the absorption of their pat- 
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ients into the larger centers. This absorption has 
included not only the care of chronic conditions 
such as tuberculosis, orthopedic problems and car- 
diovascular diseases, but includes ANHS benefici- 
aries who formerly went to local hospitals in the 
area of their residence for care of elective surgi- 
cal problems, obstetrical care, and the like. More 
recently, however, these patients are required to 
travel to Anchorage or Sitka to receive this 
type of care. It should be recalled at this point 
that Alaska is one-fifth the size of the United 
States. It is reported that many eligible for AN- 
HS care are, if financially able to do so, purchas- 
ing Blue Cross or other private insurance to as- 
sure their care outside the socialized system. Is it 
pure coincidence that the 29 bed hospital at Fort 
Yukon closed its doors in 1957? The 15 bed hos- 
pital recently constructed at Valdez has also 
closed. One day, in 1957, the 15-bed hospital in 
Cordova had no patients. The St. Joseph’s Hospi- 
tal in Fairbanks threatens to close periodically. 
The Seward General Hospital (30 beds) is running 
at one-third to one-half capacity. 


With the closure of the only institution for 
the care of the non-native tuberculosis patient in 
the Territory, it was rumored that attempts 
would be made to open one of the wards of the 
ANHS hospital in Anchorage to the non-natives. 
This has been forestalled by the opening of the 
Wesleyan Hospital for Chronic Diseases in Se- 
ward. Had the Wesleyan Hospital not opened its 
20 beds for TB care, or if it should close it seems 
apparent that the rumor would become fact. Such 
a move could only have the effect of reducing 
still further the available patients for occupancy 
of these small hospitals scattered through the ter- 
ritory which care for the immediate needs of 
their local populations. In the face of rising pric- 
es and diminished utilization these small hospi- 
tals must close up, or raise their charges, in order 
to survive. If charges are raised, the various gov- 
ernment agencies will naturally respond by not- 
ing that the cost of hospitalizing their beneficiar- 
ies in USPHS and VA beds is so much less than 
the rates of private local facilities that they must 
get more and more government hospital space for 
these beneficiaries. This will reduce the pay- 
load of the little hospital further and so the spi- 
ral may be expected to progress. 


Does that look like a camel on the horizon? 


Incidentally, the bite of the camel is ex- 
tremely vicious and highly destructive. 
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In the “Handbook for Admitting Patients in 
USPHS Hospitals and Clinics” promulgated by 
the U. S. Department of HEW in November, 1957, 
it is interesting to note that in addition to mem- 
bers of the Army, Navy, Air Force, Coast Guard, 
Coast and Geodetic Survey, Marine Corps, Light- 
house Service and the like, whether on ac- 
tive duty or retired, certain other groups are 
eligible which might strike one as a little 
surprising. For instance, this includes long- 
shoremen and harbor workers. Teamsters are 
not mentioned. Of course, this group is eligi- 
ble for “Examination only; no treatment except 
in emergency”. But who is to say what is an emer- 
gency? These people are eligible on written re- 
quest from the Deputy Commissioner of the Bur- 
eau of Employees Compensation, for medical ex- 
amination only. However, “if this necessitates 
hospitalization for tests, this is authorized”. 
How much of the camel’s nose does this let under 
the tent? 


Another instance: “For teaching purposes 
and professional development patients not other- 
wise eligible may be admitted (to USPHS hospi- 
tals) for observation and treatment in the follow- 
ing instances: 


“1. Unusual features of commonly encounter- 
ed disease. 


2. Infrequently seen disease entities. 


3. Medical or surgical conditions which, 
though not in themselves rare, are not commonly 
met among PHS beneficiaries. 


4, When it affords opportunities for the use, 
under carefully controlled conditions, of new 
and experimental treatment methods, or for in- 
clusion in a current clinical research project. 


5. Persons accidentally poisoned by insecti- 
cides and related compounds. 


6. Malaria and other research.” 


Look again at number 3, Can you recall the 
number of patients admitted to the VA hospitals 
with non-service-connected disabilities in the 
late ‘40s in order to give the residents in the VA 
hospitals a better rounded training? Weren’t 
there some who might have been as well treated 
in the private enterprise system of medical prac- 
tice to which even the government planners in 
this country are giving lip service? How far is 
the camel’s nose under the tent now? 








The most interesting instance is the third 
one. Perhaps the private physicians of the coun- 
try thought that the so-called Medicare program 
would return to their care the families of the 
members of the Armed Forces. Under Public 
Law 569, 84th Congress, the Joint Regulations of 
the Department of Defense and Department of 
HEW, and PHS General Circular No. 6 these de- 
pendents are eligible for care in “the USPHS 
hospitals, clinics and designated Indian Health 
Facilities in Alaska” under exactly the same con- 
ditions as they are eligible for private physician 
care. This is at present a permissive eligibility. 
How much trouble would the government plan- 
ners — the piece-meal socializers — have in get- 
ting the wording changed to slowly add progres- 
sive pressure until it was in effect compulsory? 


How many people live in Alaska? 210,000. 
How many are natives eligible for ANHS care? 
34,000. How many are members of the Armed 
Forces and their dependents? 30,000. How many 
are employed in maintenance and operation of 
registered vessels and thus classified as seamen? 
I would estimate 10,000. 


Consider the wife of a fishing boat operator 
who was employed on her husband’s boat as cook. 
Since she delivered within 90 days of stopping 
work as a “merchant seaman” she was delivered 
at no charge to her by the medical officer in 
charge of the local USPHS office — at taxpayers’ 
expense — outside the free enterprise system of 
medicine. 


If through sheer force of manufactured neces- 
sity, the small hospitals are forced to close in 
the manner outlined, where then will the pri- 
vate practitioner take his patients? Can you think 
of a more subtle way to accomplish control of 
the medical profession in an area? 


Will Alaska be the first state with a fully 
socialized hospital system? 


Alaska is now a full-fledged State. If control 
of the medical profession can be obtained in one 
state, why not in another? Now, how far is the 
camel into the tent? 


It has been said that there are three kinds of 
people in this world in terms of current events. 
One group never does know what is happening; 
the second, possibly more astute, is able to ob- 
serve things as they happen; the third and small- 
est group and possibly the most astute of ail 
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consists of those who make things happen. It will 
be interesting to see to which of these groups the 
medical profession in Alaska belongs. 

Joseph B. Deisher, M.D., Seward 





KREBIOZEN 


To the editor: 


Recent issues of Alaska Medicine have pub- 
lished letters to the Editor on the subject of 
Krebiozen. Because of the local interest this 
subject has aroused, the following information 
is submitted. 


In December, the Anchorage Medical So- 
ciety appointed a committee to study this prob- 
lem. 


The committee on Krebiozen, appointed by 
Dr. Mills, was requested to give opinions regard- 
ing: 

1. The specific resolution presented to it. 

2. Whether there is any evidence of suppres- 

sion of freedom in this controversy. 

3. Whether any action should be taken by the 

Anchorage Medical Society. 


The readers of Alaska Medicine, we think, 
might be interested in our conclusions. They are: 


1. After extensive consideration by the com- 


_ mittee to investigate Krebiozen it is the consider- 


ed unanimous opinion of the committee ap- 
pointed by Dr. Mills that the Anchorage Medical 
Society should take no action on the resolution 
presented to it for study by Dr. William Ivy, at 
the December meeting. 

2. After reviewing all the material relevant 
to the Krebiozen controversy we can find no evi- 
dence that freedom has been suppressed. 

3. After an objective and dispassionate con- 
sideration of all material the committee feels that 
appropriate avenues for the solution to the con- 
troversy have already been provided and that 
the proponents of Krebiozen have only to avail 
themselves of these opportunities. Therefore we 
feel no action of any sort is indicated by the An- 
chorage Medical Society. 


The Committee: 

Louise Ormond, Chairman 
Robert Wilkins 

Perry A. Mead 


ALASKA MEDICINE 





MOBILE CHEST X-RAY SURVEY 


To the editor: 


A mobile X-ray survey in the Anchorage area 
is being planned as a part of the annual Fur Ren- 
dezvous, February 16-22, as a cooperative venture 
of the Alaska Department of Health, the Anchor- 
age Tuberculosis Association, and the City of An- 
chorage. In our publicity we will stress the im- 
portance of X-rays for those over 16 who have not 
had a chest X-ray in the past year. 

Robert N. Philip, M.D., President, 
Anchorage Tuberculosis Association. 





AMERICAN PHYSICIANS ART ASSOCIATION 


To the editor: 

Thank you for your very welcome letter—we 
are delighted to have Alaska in our midst. 

Thus far our membership has consisted of 
individuals only, but your proposal to have 
ALASKA MEDICINE.join as a sponsor member 
for all physicians in your State Medical Associa- 
tion is an excellent one. I am certain that our 


Executive Committee will be glad to welcome 
your organization as a member and will no doubt 
want to extend this opportunity to all State Med- 
ical Societies. You may thus credit yourself with 
an excellent pioneering proposal. 

May I call your attention to the fact that the 
23rd Annual Exhibition will take place in Miami 
Beach, Florida, from June 13th to June 17th. 
Specific instructions concerning shipping and 
other details will be forthcoming in April. 

Kurt F. Falkson, M. D., Secretary, 
American Physicians Art Association 





To the editor: 

I wish to express my pleasure in welcoming 
the first state sponsorship in our Association from 
our 49th State. We certainly need all the help at 
a sponsorship level we can get and I feel that 
other States should join the growing list of spon- 
sors to promote artistic interest among physi- 
cians. 

Lewis M. Johnson, M.D., President, 
American Physicians Art Association 
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Editorial Page. . 


“VOLUME TWO, NUMBER ONE” 


Alaska Medicine, having passed, not un- 
scathed, from egg through larval stage, prepares 
for its next transition, - into the pupal period. 
From this state, this coming year, the Editorial 
staff trusts we will emerge into the adult stage 
of the cycle, viable, healthy and more long lived 
in this region, than the ordinary species of liter- 
ary insect. 


The Journal has progressed. This is largely a 
result of the combined efforts of the loyal adver- 
tisers, the long-suffering printers, the put-upon 
writers, and the effort of our harrassed Editor, 
Dr. William Maddock. 


Not all of you have demonstrated agreement 
with our Editorial policy, methods, or the jour- 
nal format. Most not in accord however, have 
expressed themselves in hallways, in isolated 
groups, or in transit. In one respect this is a 
healthy symptom for the publication, for we rea- 
lize that you must be reading some part of it. 
However, it is less healthy in another regard, for 
your opinions are not rendered in Letter to the 
Editors form, - and your vital thoughts are as 
‘words writ upon the water’, and the editorial 
space awaiting your voice goes unfilled, or even 
worse, is taken by those whose opinions in mat- 
ters of interest or concern to you, are in opposi- 
tion to your beliefs. 


This journal is yours, you members of the 
Alaska State Medical Association. For optimum 
efficiency, the fuel for its fires has been found to 
be pencil, pen with ink, or typewriter ribbon, 
black or red - the latter color having greater com- 
bustion capacity. 


Physician, don’t simmer and burn, alone, 
and without statewide medical consultation, 
thereby destroying your equanimity and gastric 
mucosa. Emerge with Alaska Medicine from the 
pupal envelope. We know you are out there, but 
as yet we can’t read you! Static in the usual Arc- 
tic and Subarctic atmosphere makes for poor 
voice transmission. Don’t call. Write! 


William J. Mills Jr., M. D. 
Editor-in-Chief 
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“A QUESTION OF EQUALITY” 


Much of the reason for the rapid growth, 
the strength and vigor of America has been de- 
rived through the great waves of immigrants com- 
ing to these shores in the last three centuries, 
contributing their conflicting drives, interests 
and purposes, and this is again evident in the 
popuiation of Alaska over the last 70 years. Alas- 
Kans today are characterized, more than the citi- 
zens of most states, by industry, imagination and 
tolerance for conflicting philosophies and ideolo- 
gies. Nowhere in the history of recent times has 
such a large immigrant wave been accepted into 
the resident population with such friendliness 
and tolerance. 


There do exist, however, serious areas of 
discrimination which should be eliminated if we 
are to adhere to our stated basic beliefs of social 
equality and brotherly acceptance. We should 
like to put forward at this time our plea for ef- 
forts to make these “foreign” citizens the equals 
of the original inhabitants and give to them their 
proper rights. Many areas of discrimination still 
exist, such as hunting bag-limits, fishing rights, 
and availability of secondary boarding schools, 
but by far the most serious area of discrimina- 


‘ tion is in the furnishing of adequate health fa- 


cilities to these new arrivals. May we suggest 
that organized medicine in Alaska take some 
positive steps to insure for us immigrants who 
have arrived here in the last several decades the 
provision of proper medical facilities and services 
without the present discrimination and segrega- 
tion which is fundamentally intolerable in a 
democratic society. 


Robert D. Whaley, M. D., Assistant Editor 





ERRATUM 


On page 104 of the preceding number of 
ALASKA MEDICINE (Volume I, Number 4) in 
the article entitled “Recognition of the Wolff- 
Parkinson-White Syndrome on Routine Electro- 
cardiograms” by Drs. Wilde and Gibson, line 12 
of Case I should read atypical rather than a typ- 
ical. 
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“RIGHTS OF AUTHORSHIP” 


In the operation of medical journals, it is 
accepted practice to send galley- or page-proof 
to authors for correction, along with the author’s 
original manuscript, edited with slashing red- 
pencil to varying degree, depending upon the 
author’s skill in writing, the standards of the 
journal, and last but not least, in the opinion of 
most medical authors, the disposition of the 
editor. By sending the proof to authors, the right 
of authorship is thereby protected, for the author 
can refuse to have his article published if he does 
not wish to accept changes by the editor. During 
the first year of publication the editor of Alaska 
Medicine has been open to criticism on this score 
for he has not, in most instances, sent proofs to 
authors for correction and approval. Although 
this may seem to indicate a high-handed and auto- 
cratic editorial attitude, such has not been intend- 
ed. Chalk it up to inexperience, considerable dis- 
organization, and a desire of the editors to publish 
each issue within at least a month or two of the 
scheduled time! 


During this second year, the pupal period 
(see preceding page), continued growth and de- 
velopment should see transition to the adult stage 
with its manifestations of better organization, 
increased efficiency from the experience of count- 
less errors, and adherence to a regular schedule so 
that each author will have the opportunity to 
review the printer’s proof of his manuscript prior 
to publication. Finally, to look on the other side 
of the coin, if authors will follow the instructions 
outlined on advertising page “C” of each issue, 
the labors of the editorial staff will be made 
much easier. 


William O. Maddock, M. D., Editor 





ARCTIC HEALTH RESEARCH CENTER 


In 1946 and 1947 a committee of the American 
Medical Association investigated health and 
allied problems in Alaska and as a result of their 
recommendations Congress in 1958 established 
the Arctic Health Research Center as an inde- 
pendent organization of the Bureau of State 
Services of the United States Public Health Serv- 
ice and established therein major divisions of 
interest including the study of flora and fauna, 
insect population, natural problems of cold cli- 
mate, permafrost, and of disease prevalent in 
both animal and human populations in Alaska. 
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In the twelve years in which the Center has 
been operative is has made major contributions 
in a number of fields. The directorship of the 
Center has lain in the hands of individuals who 
have wisely encouraged an atmosphere of investi- 
gative freedom. In spite of the relatively low 
salary scales inherent in government service the 
Center has been fortunate in having a staff of 
interested and dedicated people who have been 
attracted by the challenges of this area and by 
the opportunity to work relatively independently 
on new problems. 

Since its establishment the budget of this 
unit has not had any appreciable increase and 
with the creeping inflation which we have all ex- 
perienced there has been necessarily a reduction 
in the scope of the Center’s activities. Despite the 
intention at the time of the establishment of the 
organization, permanent quarters have never 
been provided and work has been performed in a 
scattering of inadequate rented buildings. 

Alaska, as many of its physicians know 
through personal experience, has directly bene- 
fitted by the presence of this organization. To 
preserve these services and to enable solution of 
the many major health problems still facing Alas- 
ka we should support and encourage efforts to in- 
crease the budget of the Center to meet increased 
operating expenses and to provide for adequate 
quarters, suitably housed, so that the important 
functions for which it was established may be 
carried out. 

Robert D. Whaley. M.D., Assistant Editor. 





AMERICAN PHYSICIANS ART ASSOCIATION 


To encourage membership of Alaska physi- 
cians in the American Physicians Art Association, 
and to sponsor exhibition of their art work at the 
annual meeting of the American Medical Associa- 
tion, ALASKA MEDICINE has become a Sponsor 
Member of the APAA. The scope of the Associa- 
tion includes all forms of art work: painting, 
drawing, sculptoring and photography, to name a 
few. 

We hope that Alaska will be well represented 
at the coming Annual Exhibition in Miami Beach 
this June. For further information or for applica- 
tion blanks write to the Editor, ALASKA MEDI- 
CINE; Dr. Edmund H. Smith, Regional Director, 
APAA, 3434 Cascadia Avenue, Seattle 44, Wash- 
ington; or, Dr. Kurt F. Falkson, Secretary, 
APAA, 7 East 78th Street, New York, N. Y. 
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For my last President’s Page, I would like 
to submit a letter to my nephew which expresses 
the way I feel about the profession which means 
so much to all of us. 


Dear Billy: 


Since you are seventeen years old, a senior 
in high school and considering the field of medi- 
cine for your life work, I will attempt to answer 
some of your quesions. I hope in doing so I will 
be able to describe adequately what this field 
of endeavor means to me. 


It is easy to understand why you are ques- 
tioning whether or not the investment of thou- 
sands of dollars and many years of hard work 
in training for the medical field is advisable. It 
is also quite obvious why interrupted sleep and 
at least some ungrateful patients would not be 
particularly attractive to you. The thought of 
patients who fail to respond to treatment is 
frightening, to say the least. The realization that 
all of us are imperfect certainly is an important 
consideration in a field demanding such quick, 
accurate and intelligent action. Your question 
as to whether I would choose the medical pro- 
fession again if I could turn back the clock is 
thought provoking. 


The rewards which f have received in the 
practice of medicine and surgery will be men- 
tioned briefly in the approximate order of their 
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importance. The most important reward I have 
received is a fascinating life attempting to pre- 
serve the most cherished possessions of man — 
life and health. I know of nothing in war or peace 
more thrilling than the recovery of a patient 
against seemingly impossible odds. This has hap- 
pened in so many instances that I have concluded 
that if the doctor and the patient each do their 
absolute best, God is awfully good. If time should 
be measured by gripping experiences instead of 
tides and seasons some doctors’ lives would be 
measured in centuries. 


The supreme compliment that the patient 
pays a doctor in permitting examination and 
sometimes extremely radical treatment of them- 
selves and their families is a great reward. Ad- 
mittedly this is sometimes less than enthusiastic, 
but in the vast majority of cases, most flattering. 
Certainly I consider my patients as friends and I 
value their confidence and trust as something 
precious. 


The pleasure of knowing people and their 
problems intimately and frequently being able 
to help is one of the assets of the doctor’s life. 
T am sure that each of us has been inspired many 
times by the courage of heroic patients. 


For many years I have considered that the 
truly wealthy people of this world are those who 
make a living at something they enjoy enough 
to consider it play. I know of many doc- 
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tors who are outstanding in their field al- 
though independently wealthy from childhood. 
The practice of medicine is a way of life I would 
expect to continue regardless of financial status. 


Another reward of a medical life is the con- 
stant challenge of working for perfection and 
never approaching such a reward without per- 
sistent work, study and research. The boredom 
and monotony of a job done automatically, easily 
and repetitiously seldom invades this field. 


Economic security, although of great impor- 
tance to all of us, plays a poor last to the above 
things of value. However, it has been proven 
many times that very rarely does a financial 
investment pay more returns than funds used 
in self-improvement. What years of anyone’s life 
constitute a better investment than those years 
of medical school and residency training? Mater- 
ial things are easily lost or stolen but professional 
skills are burglarproof unless we let ourselves be- 
come serfs of a socialized state. I hope for your 
sake that this can be avoided by the vigilance of 
those who realize they are responsible for the 
acts of their goverment. 





It is true that in this field the goals we are 
working toward are difficult enough so that some 
failures are inevitable. But these are proof that 
our ideals are adequately high to challenge our 
abilities and best efforts. Despondency is fre- 
quently a result of attempting a difficult task and 
is a “hunter of big game”, attacking for the most 
part those who are trying to achieve great things. 
Therefore accept it as a compliment to attempted 
achievement and remember that few worthwhile 
this are easily attained. 


In regard to our ideals, nothing less than 
perfection should be acceptable. In constantly 
working for perfection in our knowledge, under- 
standing and personal relations, we accomplish 
the most for our patients, our profession and for 
ourselves. 


So my answer is yes! If I had the choice of 
profession again I would enter the same long and 
arduous course of training and practice. In spite 
of the questions which come to your mind, I 
know of no field of endeavor offering as rich or 
as full a life. 


GEORGE E. HALE, M.D., President 
Alaska State Medical Association, 1959-1960 
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PROGRAM OF THE 15TH ANNUAL MEETING 


of the 


ALASKA STATE MEDICAL ASSOCIATION 


February 18, 19, 20, 1960 


Anchorage 


WEDNESDAY, FEBRUARY 17 


3:00 P.M. MEETING OF THE COUNCIL 
Home of Dr. George E. Hale, 


5-7:00 P.M. COCKTAILS. Jade Room, 
411 H Street 
Courtesy of the Exhibitors 


DEMONSTRATION OF CELLULAR 

CYTOLOGY AND BIOPSY 

TECHNIQUES 

Solarium, Public Health Service 

Alaska Native Hospital, 

3rd Avenue and Gambell Street 
Dr. Paul A. Younge 


RENDEZVOUS EVENTS 

Tag Team Wrestling, Anchorage 
High School Gymnasium, 
Romig Hill 

Eskimo Show, Sydney Laurence 
Auditorium 


8:00 P.M. 


8:00 P.M. 


THURSDAY, FEBRUARY 18 


9:00 ALM. REGISTRATION. Carpenters’ 
Hall, 4th and Denali 
10:00 AMM. WELCOME. Dr. George E. Hale, 
President A.S.M.A. 
10:10 AMM. GREETINGS. Mayor of Anchorage, 
Mr. George Byer 
10:20 A.M. GREETINGS. President of 
Alaska Methodist University 
Dr. Herbert L. Heller, Dean 
10:30 A.M. REPORTS FROM 


GOVERNMENT AGENCIES: 
Department of Health and Welfare 
Harry V. Gibson, Director 
Division of Health 
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11:00 AM. BUSINESS SESSION 
12:00 Noon LUNCH 
1:30 P.M. SCIENTIFIC SESSION 


1:30 P.M. A Realistic Look at Cancer 
in a Population, 
Dr. John W. Cashman 


A cancer epidemiologist is a medical specialist 
who studies the causes of cancers prevalent in a 
group of people. He observes such influences as those 
of sex, age, race, and occupation. Cancer is viewed 
not in detail, as individual cases, nor in one place, 
but in the aggregate, in groups and in widened varied 
areas. There have been two extensive studies of can- 
cer epidemiology whose results are applicable to the 
United States at large. Results of these and other 
studies devoted to cancer among specific groups pro- 
vide a realistic look at cancer in a population. 


2:00 P.M. Treatment of Cancer of 
the Breast, 


Dr. John A. Schilling 


The biologic behavior of the various pathologic 
types of breast cancer will be discussed. The current 
forms of surgical and irradiation therapy will be out- 
lined with a presentation of results from the Surgical 
Service of the University of Oklahoma Medical Cen- 
ter. The current enigma concerning the choice of 
surgical and radiation therapy for cancer of the breast 
will be discussed. 


2:30 P.M. The Local Physicians’ 
Part in Cancer Control, 


Dr. John King 


3:00 P.M. The Observed Prevalence 
of Heart Disease in Older Alaska 
Natives, 


Dr. Robert Whaley 
Visits were made to 11 Alaska rural communi- 
ties including those predominately Southern Eskimo, 


Northern Coastal Eskimo and Indian interior villages, 
under the sponsorship of the U. S. Public Health Ser- 
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vice Arctic Health Research Center and the then 
Anchorage Heart Association. All inhabitants, 35 years 
of age and older were surveyed by history, physical 
examination, and electrocardiograms for heart disease. 
A relatively high prevalence of both rheumatic and 
coronoary disease was found. 


3:15 P.M. RECESS. VISIT EXHIBITS 


3:30 P.M. SCIENTIFIC SESSION 


3:30 P.M. Complications of Myo- 
cardial Infarction, 


Dr. Rodman Wilson 


Myocardial infarction which does not immediately 
result in death may be followed by any of several dra- 
matic and often puzzling complications. Among these 
are hyperthermia, hemorrhagic pericarditis, cardiac 
rupture, rupture of interventricular septum or papil- 
lary muscles, aneurysm formation, and ‘‘post myocar- 
dial infarction syndrome.” Some of these complications 
have occurred in cases within the author’s recent ex- 
perience and these cases will be used to point up the 
discussion. Slides of a gross pathologic specimen will 
be shown. 


4:00 P.M. Management of Wrist 
Injuries, 
Dr. James W. Miller 


Fractures and dislocations of the wrist area occur 
in all age groups. Their proper management can in 
most instances lead to a satisfactory functional and 
cosmetic resuit. The care of the routine, as well as 
severely comminuted Colles fracture, will be discussed 
in some detail. Examples of the more unusual carpal 
fractures and fracture dislocations will also be shown 
and discussed briefly. Early mobilization of the fingers 
and shoulders will be stressed. 


4:30 P.M. Prevention of Tuberculosis 
by Medical Methods, 


Dr. Julius L. Wilson 


The success of chemotherapy in treating tuber- 
culosis together with the difficulties and doubts which 
had dogged vaccination against this disease led natur- 
ally to hope for means of protection by the daily use 
of pills. Isoniazid would seem to lend itself well to 
this purpose being synthetic, potent and inexpensive. 
Animal experimentation has shown that guinea pigs 
and monkeys can be protected against progressive tu- 
berculosis by INH. The evidence that any effect, good 
4 bad, persists after such chemophylaxis is not con- 
clusive. 


The first planned trials of INH prophylaxis on 
humans were based upon Dr. Edith Lincoln’s obser- 
vation that children with active primary tuberculosis 
under INH treatment did not develop meningitis. Such 
a use to prevent progression, complications or more 
fatal forms of a disease has been named: 

Secondary Prophylaxis: The cooperative study 
started in 1954 and carried through by the USPHS 
showed that good relative protection is given against 
meningitis but less definite effect is observed against 
other forms of tuberculosis. Our unpublished Phipps 
Institute Study on the effect of INH upon the tuber- 
culin reactions among the Indian children of New 
Mexico indicates a statistically significant reduction 
in the size of reactions with 15% reverting to negative 
in one year. 

The “treatment” of children with a positive tu- 
berculin reaction is popular today. This form of pro- 
phylaxis is indicated in all infants infected under the 
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age of three, in recent convertors among older child- 
ren when there are other adverse factors. 


Primary Prophylaxis: The administration of a 
drug to prevent infection is less well established as 
a useful procedure. Given adequate dosage of virulent 
organisms animals do become infected. Our New 
Mexico Indian children showed no significant differ- 
ence between those treated and those on placebo pills 
in conversion rate to a positive tuberculin. The cur- 
rent USPHS study on protection of tuberculosis con- 
tacts will throw further light on primary as well as 
secondary chemoprophylaxis. 


Obviously, it is much more expensive and cumber- 
some to give pills daily to all the uninfected for an 
indefinite period of exposure than to “treat” only the 
infected for one year. Therefore, until a way is found 
to incorporate a preventive into drinking water or 
food used daily, primary chemoprophylaxis is not 
practicable. It may be indicated, however, for the 
immediate protection of an infant with a tuberculous 
mother, or a person who has become briefly but dan- 
gerously exposed. 


The future of chemoprophylaxis is not clear. It 
seems at present that a primary prophylaxis does not 
replace vaccination, but that secondary prophylaxis 
is effective. 


5:30-7 P.M. COCKTAILS. Courtesy of 
Anchorage Medical Society. 
Chart Room, Westward Hotel 


8:00 P.M. DEMONSTRATION OF CELLULAR 
CYTOLOGY AND BIOPSY 
TECHNIQUES 
Solarium, Public Health Service 
Alaska Native Hospital 
3rd Avenue and Gambell Street 

Dr. Paul A. Younge 


8:00 P.M. ALASKA HEART ASSOCIATION 
BANQUET 
Speaker—Dr. Herbert E. Griswold 
Chart Room, Westward Hotel 

8:00 P.M. RENDEZVOUS EVENTS 


Jade Auction. Roller Rink, 
- 6th Avenue and E Street 


Eskimo Show. Sydney Laurence 
Auditorium 


FRIDAY, FEBRUARY 19 


9:00 A.M. BUSINESS SESSION, 
Carpenters’ Hall, 4th and Denali 


9:00 AMM. REPORTS FROM 
GOVERNMENT AGENCIES: 


9:00 A.M. Veterans Administration 


Dr. Grace E. Fields, 
Chief Medical Officer 


9:45 A.M. Public Health Service 
Dr. K. Kasuga, 
Area Medical Officer in Charge 
Alaska Native Health Service 
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10:30 A.M. BUSINESS SESSION 
12:00 Noon LUNCH 


1:30 P.M. SCIENTIFIC SESSION 


1:30 P.M. Epidemiological Survey of 
938 Patients Seen in Congenital 
Heart Clinic, 


Dr. Herbert E. Griswold 


From January 1955 to June 1959, 938 patients 
have been seen in our clinics. These patients have 
been analyzed in age groups with regard to: (1) sex 
distribution, (2) diagnosis of the cardiac lesion, (3) 
special diagnostic procedures used for evaluation (an- 
giocardiography and cardiac catheterization), and (4) 
surgical procedures done for either correction or pal- 
liation of their disease. The instance of the various 
congenital heart lesions in order are: VSD (162 pat- 
ients), Tetralogy of Fallot (98 patients), ASD (96 
patients), PDA (77 patients), pulmonary stenosis (56 
patients), aortic stenosis (29 patients), and coarcta- 
tion of the aorta (28 patients). There were 72 patients 
who had non-cyanotic congenital heart disease with 
complex and combined lesions and 29 patients had 
complex cyanotic congenital heart disease. One hun- 
dred ninety-nine patients had innocent murmurs, and 
it is of interest that these murmurs were found pri- 
marily in boys. Two-hundred ninety right heart 
catheterizations were done of which 72 were unsatis- 
factory for diagnosis. One-hundred fifty-one angio- 
cardiograms were done, 35 of which were unsuccessful. 
There have been 181 surgical procedures done on these 
patients, both palliative and corrective, of which 39 
have had either an unsuccessful result or have died 
postoperatively. 


2:00 P.M. Cytology—Past, Present 
and Future, 


Dr. George Adams 


Cytology has come of age only during the last 
decade, but its actual history goes back more than 100 
years. Increasing numbers of patients are benefiting 
from cytological screening for cervical cancer. Re- 
finements of technique are yielding successes in clinical 
applications to other cancer sites. Contributions of 
histochemistry, phase microscopy, fluorescence micro- 
scopy, and electron microscopy, and microscopic colp- 
ascopy are promising ancillary approaches. Bottle- 
necks to full utilization of available knowledge still 
exist, but these are being overcome in an orderly 
fashion. Automation is gaining in reliability, and 
promises to become a major factor in the eradication 
of death from cervical cancer. 


2:45 P.M. Needed, A Broad 
Svectrum Education for 
Competent Physicians, 


Dr. Fount Richardson 


The Family Doctor movement became organized 
on a National scale in 1948, when it was realized that 
many general practitioners were being pushed out of 
hospital staffs in some of our cities. Another “raison 
d’etre” of the organization was to provide, thru our 
existing mechanisms, our schools, and teaching hos- 
pitals, means by which the GP could find competent 
post-graduate and refresher courses. Organized as 
the Academy of General Practice it grew in numbers, 
strength, and importance, rapidly. Courses were or- 
ganized in most medical schools—a sort of Broad spec- 
trum medical education was emphasized, and the trend 
toward specialization to too high a degree, was slowed. 
The goals are not yet reached but the Academy is 
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beginning a program to interest and show our medical 
educators that a widely educated and properly trained 
general practitioner is the only possible answer for 
medical care in every area outside of the larger Med- 
ical Centers. 

And, by the same token, a well trained general 
practitioner is the desirable, economical, and reason- 
able answer to the medical care problem for even those 
patients who live in our great cities. 


3:15 P.M. RECESS. VISIT EXHIBITS 


3:30 P.M. SCIENTIFIC SESSION 


3:30 P.M. Respiratory Diseases 
in the Aged, 
Dr. Julius L. Wilson 


Assuming arbitrarily that the term refers to 
people who are 72 years of age or over, we find cer- 
tain differences in the frequency of various respiratory 
diseases among them. Minor upper respiratory infec- 
tions are less frequent but may lead to more serious 
broncho-pulmonary conditions. The era of greatest 
tendency to bronchogenic cancer and diffuse obstruc- 
tive emphysema is past, possibly because individuals 
with such tendencies have been eliminated from the 
aged population. The lungs themselves do not wear 
out and senile emphysema is discarded as a clinical 
entity, although still a descriptive pathologic notation. 
The heart is more likely to give out first and we see 
either corpulmonale, resulting from pulmonary fibro- 
sis, or pulmonary congestion resulting from cardiac 
failure. 

Pneumonia, ‘‘the old man’s friend,” is still a 
terminal event for many aged people but its terror has 
been blunted by the antimicrobial drugs whether it 
occurs after a bone fracture or after a common cold. 

Tuberculosis, long thought to represent in the 
aged a flare-up of ancient disease and regularly to 
follow a chronic scirrhous pattern, has changed. In 
the first place it is much more prevalent among the 
aged, especially males, than in any other age group 
and should always be suspected in persistent cough- 
ers. Tuberculosis not frequently arises as a progres- 
sive and advanced disease in old men who had per- 


‘ fectly clear chest x-rays a year or two before symp- 


toms arose. This disease yields readily to the prompt 
and prolonged administraiton of antimicrobial com- 
binations. The hosvitalization and rehabilitation of 
elderly patients with pulmonary tuberculosis present 
special problems with ambulatory treatment in the 
— desirable, but only partial rehabilitation as 
a rule. 

Chronic bronchitis is almost a regular feature of 
old age. In England it is more frequent and more 
often accompanied by serious emphysema than here. 
It calls for medical treatment with patient and per- 
sistent control of infections and broncho-spasm if 
present. 


Finally, one must recognize the fact that old 
people must be treated as people and not as a “case” 
of this or that disease. They regularly have two or 
more abnormal conditions and the whole patient must 
always be treated. 


4:00 P.M. Modern Concepts of 
Mental Hospital Practice, 
Dr. John L. Haskins 


The older concept of the Mental Hospital was a 
place set apart from the Community, by custom and 
prejudice. The more modern idea is that there 
should be an affiliation of hospital and community. 
The employment of the advances in therapy make it 
possible to individualize the patient, and also make 
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it possible that most patients be cared for in the hos- 
pital but a short time and then live at home, and re- 
turn to the hospital only for follow up care as indi- 
cated. The rehabilitation of the individual into a 
useful member of society is the present aim of the 
institution. 


4:30 P.M. Wound Healing, 
Dr. John A. Schilling 
The events of wound healing will be reviewed. 
New data concerning the local cellular response will 
be permitted. Factors that delay wound healing will 
be outlined. Wound complications, their cause and 
prevention will be discussed. 


7:00 P.M. ALASKA STATE MEDICAL 
ASSOCIATION BANQUET 


Chart Room, Westward Hotel 


Speakers—Dr. Louis M. Orr and 
Dr. Fount Richardson 


9:00 P.M. RENDEZVOUS EVENTS 


Miners and Trappers Ball. 
Aleutian Gardens, Seward Sighway 


SATURDAY, FEBRUARY 20 


9:00 A.M. BUSINESS SESSION. 
Carpenters’ Hall, 4th and Denali 


9:00 A.M. REPORT FROM 
GOVERNMENT AGENCY: 
Alaska Department of Public Welfare 
Mr. Henry Harmon, Director 


9:45 A.M. BUSINESS SESSION 
12:00 Noon LUNCH 


1:30 P.M. SCIENTIFIC SESSION 


1:30 P.M. Treatment of Fractures 
of the Tibial Shaft, 
Dr. James W. Miller 


Fractures of the tibial shaft occur from both di- 
rect and indirect trauma. These fractures for the 
most part can be handled best by closed methods. The 
management of both simple and compound tibial frac- 
tures will be discussed in detail. The avoidance of 
open surgery because of increased morbidity will be 
stressed. The use of a Steinmann pin above the frac- 
ture site to anchor the cast is commonly used and is 
good practice. The handling of unstable or segmental 
tibial fractures by fraction or intramedullary pin fix- 
ation will also be covered. 


2:00 P.M. Lesions of the Uterine 

Cervix—Their Evaluation and 

Treatment, 

Dr. Paul A. Younge 
The increased use of cytology in the past twelve 

years has saved thousands of women from dying of 
cervical cancer. Its use has led to the detection of 
hundreds of unsuspected invasive cancers, thousands 
of carcinomas in situ (intraepithelial cancer) and an 
equal number of possible premalignant lesions known 
as anaplasia, basal-cell hyperactivity or atypical hyper- 
plasia. On the other hand, cytology has led to many 
unnecessary hysterectomies and major surgical diag- 
nostic procedures. The individualization of the di- 
agnostic techniques necessary to properly evaluate and 
treat these lesions of the cervix according to the clin- 
ical cytological and pathological findings will be il- 
lustrated and discussed. 
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2:45 P.M. Treatment of Cancer 
of the Prostate, 
Dr. Louis M. Orr 


Cancer of the prostate occurs very frequently in 
aging males but is diagnosed early enough for com- 
plete cure in a small percentage of cases. Routine 
rectal palpation offers the only means of consistent 
early diagnosis at a stage when radical total prosta- 
tectomy is successful. Hormonal therapy by means 
of orchiectomy and administration of estrogens and 
anodrogens is the fundamental means of palliation, 
but use of radioactive isoytpes offers promise as an- 
other form of palliative treatment and a possible cur- 
ative treatment. 


3:15 P.M. RECESS VISIT EXHIBITS 


3:30 P.M. SCIENTIFIC SESSION 


3:30 P.M. What is the Pathogenesis 
of Coronary Artery Disease, 
Dr. Herbert E. Griswold 

A multiple disciplinary approach to the solution 
of atherosclerosis and coronary artery disease has 
brought forth much new evidence during the past ten 
years. Potential factors such as diet, blood coagula- 
tion, emotional stress, physical activity, body build 
and family history have been studied with varying 
success. 

A look into the crystal ball in the light of present 
information is still dangerous but can be thought-pro- 
voking. 

4:00 P.M. Frestbite—Treatment by 
Rapid Rewarming, 

Dr. W. J. Mills, Jr. and 

Dr. Robert Whaley 

Experimental work in the last twenty years has 
appeared to demonstrate the effectiveness of Rapid 
Rewarming as a saitisfactory early method of treat- 
ing the frozen extremity. More recent physiological 
studies in numerous laboratories have shed light on 
the pathogenesis of freezing injury, supporting the 
animal experimental results. Utilizing the concept 
of rapid rewarming, when possible, deep diathermy 
and early physiotherapy, cases are presented with 
evaluation of this method. 

4:30 P.M. Intestinal Obstruction, 
Dr. John A. Schilling 

The pathologic physiology of small and large 
bowel obstruction will be presented. The causes, 
diagnosis, and surgical management will be reviewed, 
including preoperative, operative and post-operative 
care. 


5:30-7 P.M. HOSPITALITY HOUR: 
Home of Dr. George E. Hale, 
1727 11th Avenue 


8:00 P.M. RENDEZVOUS EVENTS 
Coronation Pageant, 
Anchorage High School, 
Romig Hill 


11:00 P.M. CORONATION BALL, 
Aleutian Gardens, Seward Highway 


SUNDAY, FEBRUARY 21 
RENDEZVOUS EVENTS 


MONDAY, FEBRUARY 22 
RENDEZVOUS EVENTS 
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Mews of Government Serwices 


THE NAVAL MEDICAL DEPARTMENT, ALASKA SEA FRONTIER 


The Naval Medical Department is represent- 
ed in the Alaskan Sea Frontier by Medical Of- 
ficers, Medical Service Corps, Nurse Corps and 
Hospital Corps personnel, located in Station 
Hospitals at Adak and Kodiak. 


The District Medical Officer and Senior 
Flight Surgeon is Captain Richard W. Worthing- 
ton, MC USN. Under his direction military per- 
sonnel, their dependents, Civil Service persons 
sustaining on the job illness or injury and cer- 
tain Veterans Beneficiaries in the area are pro- 
vided with general types of medical care. 


Close liason is maintained with both military 
and civilian medical facilities at Kodiak and 
Anchorage. This association is necessarily not as 
frequent as we would desire because of the con- 
siderable distances separating us. 


Excellent physical plants are utilized in these 
Station Hospitals. Modern well equipped operat- 
ing and obstetrical delivery rooms, as well as 
X-ray and Laboratory services are available. Ma- 
jor general surgical, gynecologic, orthopedic and 
obstetrical operative procedures are performed 
by qualified surgeons and anesthetists. 


The hospitals are rated at 20 authorized beds 
each. These can be readily expanded to several 
times this number. 


Front Row (left to right), Nurses I. L. 
Vesper, A. M. Troyan, M. R. Reilly, E. J. 
Maguire, B. A. Rancourt, W. E. Dwenger. 


Back row (left to right), R. T. Garrett, 
D. A. Rowell, H. J. Robinson, R. J. Werra, 
D. H. Yarley, W. H. Schumacher, J. R. 
Palmer, R. W. Worthington. 
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Outpatient clinics are large and preventive 
medicine is practiced through well baby clinics, 
prophylactic immunizations, routine annual chest 
x-rays, etc. 

Physiotherapy units provide care, in addi- 
tion to aforementioned groups, to crippled child- 
ren sponsored by the Alaskan Elks Association. 

The hospitals also receive sick and injured 
persons both military and civilian, evacuated 
from remote stations by Coast Guard and Navy 
ships and planes operating along the Aleutian 
Chain and Southwestern Alaska. 

Sanitation units operate in the Medical De- 
partment carrying out food, water and sewage 
disposal inspections in establishments frequented 
by military personnel. Pest control is conducted 
by these same units. Medical Department per- 
sonnel are generally enthusiastic about their 
Alaskan assignments. Requests of extension of 
duty are not uncommon. Undoubtedly some of 
these people will make their future homes in 
the area. 

We cordially extend our invitation to physi- 
cians and others in the field of medicine who 
visit Adak or Kodiak Islands to visit our activi- 
ties and see how your Navy is represented in the 
Alaskan Medical Community. 


‘Submitted by Captain John R. Palmer, MC, USN 
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Doctors, too, like “Premarin? 


HE doctor’s room in the hospital is used for a 
‘leete of reasons. Most any morning, you will 
find the internist talking with the surgeon, the resi- 
dent discussing a case with the gynecologist, or the 
pediatrician in for a cigarette. It’s sort of a club, this 
room, and it’s a good place to get the low-down on 
“Premarin” therapy. 

If you listen, you'll learn not only that doctors like 
“Premarin,” but why they like it. 

The reasons are simple. Doctors like “Premarin,” 
in the first place, because it really relieves the 


symptoms of the menopause. It doesn’t just mask 
them — it replaces what the patient lacks — natural 
estrogen. Furthermore, if the patient is suffering 
from headache, insomnia, and arthritic-like symp- 
toms due to estrogen deficiency, “Premarin” takes 
care of that, too. 

“Premarin,” conjugated estrogens (equine), is avail- 
able as tablets and liquid, and also in combination 
with meprobamate or methyltestosterone. 


Ayerst Laboratories * New York 16, N. Y. 
Montreal, Canada 


5842 
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DRUG STORES 





The name pexall represents, in Anchorage, as it does 


across the nation— 


PROFESSIONAL SUPPLIES & SERVICE TO PHYSICIANS 
FRESH, QUALITY, DRUGS 
PROFESSIONAL PRESCRIPTION SERVICE 


Emphasis always has been and always will be with the Professional 
aspects of the Drug business. Professional service to patient and Physician 
alike is stressed in The Anchorage Rexall Drug Stores, operating from 
these outlets in the Anchorage area. 


THE REXALL DRUG STORE—4th and E 
PROFESSIONAL PHARMACY—425 D St. 
SUPER REXALL DRUG—Northern Lights Shopping Center 














whenever there is inflammation, 
swelling, pain 


VARIDASE 


TREPTOKINASE-STREP? ASE LEOERLE 


. 4 


BU iC L \ i? Tablets 


conditions for 
fast comeback... 


as in acute 
hemorrhoids... 


SUNDAY, 9 A.M.: VARIDASE for painful 
thrombotic hemorrhoid. 2:30 P.M.: pain 
greatly reduced, less swelling and 
inflammation. 

MONDAY: size down to small tab; acute 
inflammation disappeared.* 


VARIDASE activates natural fibrinolvtic factors, 
to limit undesirable inflammatory response 
and speed healing. 

Dramatic reduction of pain is often the first 
sign of improvement; swelling and redness 
rapidly diminish. Drugs and natural 
regenerative factors readily penetrate the 
inflammatory barrier to effect total remission 
faster...in trauma or infection. 


VARIDASE Buccal Tablets contain: 

10,000 Units Streptokinase, 2.500 Units Streptodornase. 
Supplied: Boxes of 24 and 100 tablets 

*Peterman, R. A.: Clinical report cited with permission. 


Gus) 


LEDERLE LABORATORIES, 
a Division of American Cyanamid Company, Peart River, WN. Y. 








@ ELECTRO-MEDICAL 
SALES & SERVICE 


Representing 
Birtcher Corporation 
Repairs 
of all Medical 


instruments 








Martin G. Rigney 
FE 3-143] 


Box 1465 Anchorage 








in the 49" State’s first prop-jets 


* Pressurized ° Large Panoramic Windows 


POWERED BY 
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Scenic Trips Angler’s Paradise 
) To Katmai 
Mt. McKinley National Monument 
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Reasonable Rates Registered Nurse 


Had Your Baby and Waiting to Return Home? 
In Town for Treatment? Or recovering from 
surgery? Maybe it’s an ambulatory fracture? 

If so, enjoy the restful atmosphere and 


beautiful Inlet and Mountain View 


Thompson’s Recovery Home 


3603 Susitna View 


Spenard, Alaska Dial FA 2-2425 
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Vista Pharmacy 


VISTA LANE & SPENARD ROAD 
DIAL FA 2-2177 
SPENARD 


YOUR COMPLETE DRUG STORE 


“Everything Surgical” 


1930 45 O 1960 | Visit our brand new 


prescription department 
YEARS 
SERVING THE MEDICAL 
PROFESSION 


while in Anchorage 


Anchorage enjoys a superbly conceived 
Drug and Specialty store—with quality and 
selection on a par with New York, San 


of | 
Francisco, Chicago and other large metro- 
A i. A S K A | politan centers. 


Nothing has been spared in an effort to 


AND THE NORTHWEST bring the highest, most honored business 


traditions to Anchorage. The world of the 
unique, the distinctive, the unusual lays at 
* * *” your door when you shop at Charles Drugs. 


Biddle & Crowther Co. 


Physicians and Hospital 
Equipment — Supplies 
1801 BROADWAY : SEATTLE 22 WASH. 


Mail orders given Immediate Attention 


Most orders Shipped same day as Received 415 FIFTH AVENUE 


2 Bug Headlines from Cluchorage Radio and Television, Inc. 


FIRST: 


ZENITH RADIO Corporation’s first diagnostic audio-analyzer, a single channel, 6 tube audiometer with rec- 
ord playback unit and desk speaker permitting the op:2rator to make 13 major pure tone and speech tests, 
was anounced today by ANCHORAGE RADIO & TELEVISION, INC., 443 4th, authorized Zenith hearing 
aid dealer. 

“The new unit is the result of more that five years of engineering research in the field and Zenith labora- 
tories,” Mr. K. Olin Rude said. 


“Zenith’s expansion into the field of hearing test equipment was the result of recommendations by pro- 








fessional personnel such as doctors, nurses, and clinizal audiologists,’ Mr. Rude stated. Zenith’s new 
Audio-Analyzer is now available for immediate use in hospitals, schools, industry and hearing and speech 
centers.” 


“Otologists, nurses and hospital audiologists will find Zenith’s new audiometer ideal for obtaining pre and 
post-operative hearing evaluations to guide surgical teams,’ Mr. Rude stated “Industrial nurses and safety 
personnel can utilize it for preplacement hearing tests for new employees.” 

“The Audio-Analyzer consists of a basic audiometer known as the ZA-200, capable of measuring frequen- 
cies from 125 to 8000 cycles per second, including half octaves from 750 cycles per second up,’ Mr. Rude 
said. ‘The instrument can be expanded by adding the ZA-400, an electrically matched Speech Record Play- 
back Unit and the ZA-402, a Diagnostic Desk Speaker which permits speech testing by either recorded or 
monitored live voice.” 

“Matching cabinets in a modular design are made of Formica in plain and natural wood patterns, with a 
choice of two colors, tawny walnut color and twilight grey,” Mr. Rude stated. “This lifetime surface not 
only blends well with any hospital or clinical office but is burn proof, chemical proof and abrasion-resistant.” 
Zenith’s Audio-Analyzer is now being demonstrated at 


Anchorage Radio & Television, Inc. 


SECOND: 


Anchorage Radio & TV, Inc. is now representing R. A. FISCHER & CO., makers of electro med- 
ical equipment, in both sales and service. Dial BR 8-705] 








ANCHORAGE 
OPTICIANS 





@ ACCURACY - QUALITY 


Western X-Ray Company @ PRECISION GUARANTEED 


YOUR ASSURANCE of expeditious 


service... | Broken Lenses Duplicated 
| Frames Repaired — Prescriptions Filled 
John La ng | Frames of Distinction 


Alaska Representative 


Distributors for Keleket and Profex x-ray | Mail Orders Given Prompt Attention 
equipment, Cambridge Electrocardiographs | 


Complete line of x-ray accessories and supplies —Guild Opticiers— 


CAMBRIDGE INSTRUMENT COMPANY Electrocardio- | 
graph, Heart Sound Recorder, Explosion Proof Operat- 
ing Cardioscope. 


525 Fourth Avenue RUSSELL C. MILLIGAN 


Raytheon Microtherm and Ultrasonic Unit BR 4.943] CunierOenicien 


115 Belmont No. Seattle, Wash. — Ph. East 4-2714 





Bert's Drug, Inc. 


THE PRESCRIPTION DRUG STORES OF ANCHORAGE 


@ STAFFED WITH COMPETENT REGISTERED PHARMACISTS AT ALL TIMES 
@ LARGEST PRESCRIPTION STOCK IN ALASKA 


—3 Convenient Locations— 


% Bert's Payless Drug % Bert's Fifth Avenue Drug 


701 4th Avenue 5th Ave. & Gambell 
Dial BR 8-0573 or BR 4-5141 Dial BR 5-4511 or BR 2-5641 


% Bert's Spenard Drug 


in the Supermart Building 
Spenard Road and Adams Street 


Dial FA 2-1174 or FA 2-1175 
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ODSATHER 


SIMPSON 





@ DIAL BR6-0101 


@ 412 FOURTH AVENUE 
ANCHORAGE, ALASKA 
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SAVE WITH SAFETY 


FIRST STATE EQUITY CO. 
EARN 


up to 


J2 7 


interest per annum 
paid quarterly 


x AVAILABILITY 
* SAFETY 
xk HI EARNINGS 


% SAVE BY MAIL 


(postage paid) 


Funds received on or before the 15th will earn 
from the Ist. * 


Valuable premiums given for each new 
account. Write, Phone or drop in for 
further information. 


2801 Spenard Road 
FA 2-1829 


Spenard, Alaska 





®@ FINEST 
in Office Printing 


Anchorage 
Printing 
Company 
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ALASKA MEDICHNt 
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% Anchorage Printing Co. 


4th Avenue at G Street 
Anchorage, Alaska 
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when sulfa is your plan of therapy... KYNEX is your drug of choice 
OUTSTANDING 1-DOSE-A-DAY SULFA—Rapid peak attainment in 1 to 2 hours'?...approximately 
one-half the time of other single-daily dose sulfas.? High free levels—as much as 95 per cent of circulating 
levels remaining in fully active unconjugated forms.* Extremely low 2.7 per cent incidence of side effects 
in toxicity studies on 223 patients.‘ Includes total reactions (subjective and objective), all temporary and 


rapidly reversed. No crystalluria reported. ® 
KYNEX Tablets, 0.5 Gm., bottles of 24 and 100. Dosage: Adults, 0.5 Gm. (1 tablet) 

daily following an initial first day dose of 1 Gm. (2 tablets). 

KYNEX Acetyl Pediatric Suspension, cherry-flavored, 250 mg. sulfamethoxypy- , 

ridazine activity per tsp. (5 cc.). Bottles of 4 and 16 fl. oz. : ; 

New for acute G.U. infection AZO KYNEX Tablets (for q. i. d. dosage), 125 mg., ' 

KYNEX Sulfamethoxypyridazine in the shell with 150 mg. phenylazodiaminopy- ‘ 


ridine HCI in the core. Sulfamethoxypyridazine Lederle 





1. Boger, W.P.; Strickland, C.S., and Gylfe, J. M.: Antibiotic Med. & Clin. Ther, 3:378 (Wov.) 1956. 2. Boger, W. P.: In: Antibiotic Annual 1958-1959, Medical Encyclopedia, Inc., New York. 1959, p. 48. 3. Sheth, U.K.; Kulkarni, B. S., and Kamath, 
P.G.: Antibietic Med. & Clin. Ther. 5:604 (Oct.) 1958. 4. Anderson, P.C., and Wissinger, H.A.: U.S. frered Ferees M. J. 10:1051 (Sept.) 1959 


GQ LEDERLE LABORATORIES, a Division of AMERICAN CYANAMID COMPANY, Pearl River, New York 





This is Panalba 
performance... 


















































pneumonia 


... into a mixed culture of 
the three organisms 
commonly involved in 
pneumonia ... K. pneu- 
moniae, Diplococcus 
pheumoniae, and 
Staphylococcus aureus 
(in this case a resistant 
strain) ... we introduce 
the five most frequently 
used antibiotics. 

Twenty-four hours later 
(in this greatly enlarged 
photograph), note that 
only one of the five 
leading antibiotics has 
stopped a// the organisms, 
including the resistant 
staph! This is Panalba. 

Tn your next pneumonia 
patient ... in a// your 
patients with potentially- 
serious infections ... 
provide this extra 
protection with your 
prescription ; 








Dosage—1 or 2 capsules 

3 or 4 times a day. 
Supplied—Capsules containing 
Panmycin phosphate equivalent 
to 250 mg. tetracycline 
hydrochloride, and 125 mg. 
Albamycin as novobiocin 
sodium, in bottles of 16 and 100. 
Now available: new Panalba 
Half-Strength Capsules in 
bottles of 16 and 100. 


Panalba’ 


(Panmycin* Phosphate plus Albamycin*) 


The broad-spectrum 
antibiotic of 
first resort 









@TRADEMARK, REG. U.S. PAT. OFF 


a ae ara 
Kalamazoo, Michigan 


There is Precision Physicians 
Optical 


in filling Prescriptions 
Too! 


Accurate vision through 
Professional Services 
Prescriptions Filled 
Fashion Coordinated Frames 


~— RELIABLE@ - 


“iF . 


PRESCRIPTIONS 





Thrifty Drug Mt. McKinley Bldg. 4th & Denali 


Mt. View, Alaska Phone BR 5-7885 or BR 6-4101 
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Alaska Medical Laboratories 


835 | Street Anchorage, Alaska BR 4-4301 
Pathologist MICHAEL F. BEIRNE, M.D. 


Complete Tissue & Clinical Laboratory Service 





ERNST 


CAAT TENT sSNA 





Cterile 


Laundry Service 


EASTCHESTER DRUG 


13th & Gambell Anchorage, Alaska 


In the Fairview Shopping Center Complete 


Towel & Linen 


Phone BR 8-2143 Supply Rental 





Registered Pharmacists FREE 
on duty at all times PICKUP and DELIVERY 


Radio-Dispatched—Call BR 17-2101 


even nmin seemeror STU HITE LAUNDRY 


Seventh & I Anchorage 





“Service Is our Business” 


COMPLETE MEDICAL & SURGICAL SUPPLIES & EQUIPMENT 


Something New has been added - - - 
Now Representing Western X-Ray of Seattle 


| WE HAVE A COMPLETE STOCK OF X-RAY FILM AND SUPPLIES 
| | IN OUR NEW BUILDING IN ANCHORAGE . .. NO WAITING 

1 | | FOR SHIPMENT ... JUST GIVE US A CALL. WE 

| HAVE DENTAL FILM, TOO. 


| Medco Products * Medco Sonolator & Kohl-Therm 


Alaska Orthopedic Appliance Company 


ALASKA’S ONLY CERTIFIED FACILITY 
A. O. Rogers, C.P.&O. 
916 Sth Ave. Anchorage, Alaska Phone BR 4-4555 











How to win Tastefully tailored to the antibiotic needs of 


pediatric patients 


little friends 


eda oman new Cosa-lerrabon ° 


oxytetracycline with glucosamine 


recovery Delicious in taste: the appealing flavor of sweet, fresh fruit 
Decisive in action: the well-tolerated broad-spectrum efficacy 
of Terramycin® with glucosamine 
Preconstituted for uniform potency, efficacy, and taste-appeal 
from the first dose to the last. 


Cosa-Terrabon Oral Suspension — 125 mg. oxytetracycline/5 cc., 
2 oz. and 1 pint bottles 


Cosa-Terrabon Pediatric Drops — 100 mg. oxytetracycline/1 cc., 
10 cc, bottle with plastic calibrated dropper *Trademark 


Pfizer Laboratories, Div., Chas. Pfizer & Co., Inc., Brooklyn 6, N, ¥, . Science for the world’s well-being™ 
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(reserpine ciBa) 





C LBS 
SUMMIT, N. J 


down with 
SERPASIL 


we have much 
in common with 


In early Alaska, every Indian tribe or village had 
its Shaman, or medicine man. He developed quite 
a reputation for solving problems and people came 
to depend on him. The same goes for the National 
Bank of Alaska in Anchorage. We're pretty good 
at solving problems, too... the financial kind. In 
fact, we have a reputation as the “bank with all the 


extra services.” Since 1916 Alaskans have been 





relying on us for their banking; our 44 years here 


make us the most experienced bank in Anchorage. 





Handy, too, with eight convenient locations—there’s 





probably one in your neighborhood. So stop in soon, 


let us fix you up with some good banking medicine. 




















Ask About These Extras 


Personalized ThriftiChecks . . . Savings Accounts 
with Life Insurance . . . Savings Certificates ... 
Personal Money Orders . . . Convenient Banking 
Hours ... Drive-in Facilities... 








8 CONVENIENT LOCATIONS 


4TH AVE.G EST. STH AVE.&EST. 5TH & GAMBELL 
GOVERNMENT HILL SPENARD 
WHITTIER SOLDATNA — FORT RICHARDSON rm] 


NATIONAL BANK ge ALASKA 


Member Federal Deposit Insurance Corporation and Federal Reserve IN ANCHORAGE 





